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 Building healthy urban communities is one of the most important challenges 
countries around the world are facing. The industrial revolution and current technological 
advancements have resulted in the rapid urbanization of human settlements. Over time, these 
urban centres are deteriorating, increasing related urban health issues particularly in the low- and 
middle-income countries of the global south.  
 Now, the world is experiencing the fastest urban growth in human history while 
cities in the global south are urbanizing faster than those in the global north (which are already 
predominantly urbanized). Explicit consideration of urban health is often ignored in urban 
planning practice, especially in the global south. Through urban design guidelines and policy 
initiatives, municipal planning becomes a tool with the potential to guide and promote health-
friendly built environments. 
   This research uses the conceptual framework developed by Giles-Corti and 
colleagues (2016) as the foundation for understanding how urban, built environments and 
transportation attributes affect health. It examines how policy and design in municipal plans can 
be useful tools in fostering active transportation as well as accessible health services, education 
and public spaces. This thesis begins by highlighting the differences between urban health issues 
in the global north and the global south. It then describes the qualitative method and document 
analysis used to identify urban health issues in the case study City of Lahore, Pakistan. It also 
provides recommendations on how Lahore can undertake actions to improve health by 
identifying the barriers to and facilitators of urban health. The study reached saturation after 10 
urban planners from the public and private sectors were interviewed. 
 The findings of this study indicate that Lahore’s land use plan implicitly considers 
health in its policies while the transportation sector plan provides some explicit policies that 
promote a healthy urban environment. Despite this, both plans are missing strategies on how to 
implement these policies. Results from key informant interviews reveal similar findings 
regarding the current urban environment and the master plan’s capacity to facilitate a healthy 
built environment. Informants emphasize that the barriers to implementing healthy urban 
planning are predominantly the lack of political will and funding. This research provides a basis 
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1. Introduction and Overview 
Because humans interact with their surrounding environment, public health and the built 
environment are directly correlated (Perdue et al., 2003) and this association has existed for 
centuries (Williams & Wright, 2007). With growing interest in concepts of healthy urban 
planning, governments, international organizations and public health practitioners have 
developed many recommendations/policies to improve public health through policy agendas 
(Williams, 2013). The literature shows that the majority of such policies and recommendations 
are implemented in high-income/developed countries (Rydin et al., 2012; Kenzer, 2000). 
Today, more people live in cities due to urbanization, “the biggest social change” in 
history (Werna et al., 2013). Urbanization can concentrate poverty, which results in insufficient 
food, unsafe working and living conditions, poor water and sanitation facilities, disease, traffic 
congestion, environmental deterioration and less-secure neighborhoods (Werna et al., 2013). The 
World Health Organization (WHO)’s Healthy Cities programme is a public health approach to 
building healthy living and environmental conditions that promote health. 
 The major factors improving health in countries of the global north during the 19th and 
20th centuries were not medical advancements and technology; they were certain economic, 
environmental and social changes (WHO, 1995). In particular, the World Health Organization’s 
Healthy Cities movement focuses on the connection between living conditions and public health 
(Kenzer, 2000). 
This thesis aims to examine how the Healthy Cities initiative (i.e. the WHO programme) 
has been adopted in the global south, using Lahore, Pakistan, as a case study. The focus of the 
study is on the distinction between planning in the global south versus that in the global north, 
using Healthy Cities principles as the measure of planning and Lahore as a case study site. The 
study will help to develop recommendations for city planners in the City of Lahore.  
The term “public health” used in this thesis broadly includes not just physical health but 
the social, economic, political and spiritual health of an urban population (Kenzer, 2000). Thus, 
the thesis includes the following three parts (plus conclusions): The first part describes Giles-
Corti and colleague’s eight urban system policies as a theoretical framework, reviews the 
literature/studies focusing on the basic principles adopted throughout the world for healthy urban 
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environments, and summarizes key findings from the global north versus those from the global 
south. The second part of the thesis analyzes official plans to highlight the extent to which the 
master planning process for the City of Lahore, Pakistan, aligns with the WHO Healthy City 
principles and strategies. Part three identifies the barriers to and facilitators of the adoption of 
these healthy city policies in the City of Lahore using data from one-on-one qualitative 
interviews. The thesis conclusion summarizes the findings and situates them within the context 
of the existing literature.  
1.1.  Rationale for the Study 
     Planning urban environments to improve health outcomes is an urgent priority that 
was recognized by the WHO in their declaration of 2010, designating it the Year of Urban 
Health (Rydin et al., 2012). There is a growing global awareness concerning poor urban health 
outcomes attributed to built environments, but there is a lack of evidence of effective 
interventions (Herrick, 2014), especially in the global south. According to McAndrews and 
Marcus (2014), community health issues cannot be solved with only health care and surveillance 
planning; solutions also depend on determinants that are social, economic and environmental in 
nature. Moreover, healthy cities must include healthy urban planning practices. Public health 
should be analyzed as part of the urban planning process.  
With growing interest in the concepts of healthy urban planning, local and national 
governments, and international organizations such as the WHO, have developed many 
recommendations/policies to improve public health by providing healthy city guidelines. These 
guidelines are based on the principle of health for all and a better-quality life assessed through 
community need. As the global south rapidly urbanizes, the burden of chronic disease is also 
increasing. Consequently, there is urgent need for more research in the global south context to 
improve the health of cities in the low- to middle-income regions of the world (Eckert & Kohler, 
2014).  
Giles-Corti et al. (2016) identified eight urban and transportation planning policy systems 
that have direct and indirect effects on health and wellbeing (Figure 1, below): housing, 
transportation, education, safety, design, recreation, social and health services, and employment. 
These eight urban policy systems are important components of any official master plan and all 
have direct and indirect impacts on public health.  
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According to Giles-Corti (2016), urban planners traditionally focussed on the physical, 
environmental, social and economic aspects of communities. In the 21st century, however, it is 
also important to understand the urban and transportation planning and design decision impacts 
on people’s health.      
Due to a very different environmental, political, economic and social context, the global 
south cannot simply replicate Healthy Cities projects implemented in the global north. 
Nevertheless, the global south can take some common themes from the global north to improve 
the health and wellbeing of urban residents (Mufamadi, 2015). For example, walking and 
bicycling are important for a healthy lifestyle, but there is a difference in bicycle usage in the 
global south and the global north. People in the global south use bicycles predominantly because 
of their inability to buy a car, whereas in the global north bicycles are frequently chosen as part 
of a healthy lifestyle. Some common themes such as incorporating healthy urban design, tree 
planting and preservation as well as efficient public transportation would benefit the health of all 
global residents, even if the actual practice of healthy planning differs between the global north 
and global south.   
Therefore, the objective/aim of this thesis is to understand the barriers to and facilitators 
of the adoption of healthy city policies in the global south, and to highlight healthy urban 
planning differences within the context of the global north versus the global south. The City of 
Lahore is used as an illustrative case study because Lahore is in Pakistan—a global south 
country—and it is currently working on preparing a new master plan for the City. This is a study 
of how the WHO’s Healthy Cities programme has been adopted in the global south City of 
Lahore—a case study that will help in preparing recommendations for city planners. 
1.2. Theoretical Framework and Research Questions  
A theoretical framework is a collection of interrelated concepts, that function like a 
theory. Psychosocial models are widely used in health research, and interventions based on such 
models tend to be more effective than theoretical interventions (John et al., 2007). This thesis is 
based on two psychosocial models. First, the socio-ecological framework of human behaviour 
describes the collaborative characteristics of people and environments that determine health 
outcomes and has long been recommended for guiding the practice of public health (Golden & 
Earp, 2012). The socio-ecological model places importance on multiple levels of behavioural 
influencers such as the community and public policy as well as social environments (Glanz, 
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n.d.). The ecological model is used to conceptualize the determinants of decision makers’ 
understanding of the concept of a healthy city.  
 
Second, this study considers a socio-cultural approach (Vygotsky, 1980), which consists 
of the dimensions of influence concerning physical environments and socio-cultural contexts 
(McLaren & Hawe, 2005). As mentioned, public health depends in part on healthy urban 
environments. The literature shows that the majority of such policies and recommendations are 
implemented in the global north with less implementation within the global south. In the global 
south, where such efforts do exist, they are often based on guidelines adopted from the global 
Figure 1 Urban strategies 
Source: City planning and population health: A global challenge (Giles-Corti et al., 2016) 
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north (Kenzer, 2000). However, it is important to embed an understanding of the culture in 
regard to global health to help devise effective health strategies (Edberg, 2013). Here, culture is 
defined as the common system, which is adaptive and continually changing. Culture helps 
individuals interpret their experiences (McMullin, 2017). Culture is affected by, and affects, the 
social context of the area. 
Therefore, this research also considers the socio-cultural context. The socio-cultural 
context in this study includes social functions such as community structures and cultural 
practices encompassing daily routines, transportation choices, living styles, etc., which play an 
important role in determining the health of the community. The term “socio-cultural context” is 
used here interchangeably with the term “socio-cultural environment,” which is an important part 
of the socio-ecological model (Caperon et al., 2019). 
The research is based on Giles-Corti and colleague’s (2016) model of urban strategies, 
which will be used to examine strategies to improve urban health in the global south, and using 
the City of Lahore, Pakistan, as a case study.  
This thesis answers the following research questions: 
1. In the published literature, to what extent do healthy city recommendations vary in the 
context of global north versus global south? 
2. To what extent and how does the City of Lahore include health as a consideration in its 
existing municipal policies and plans? 
3. What are the barriers to and facilitators of the adoption of healthy city policies in the City 
of Lahore? 
Countries in the global south are the subject of only limited research that can help make their 
cities healthier through urban planning policies. The socio-cultural environment in the global 
north is different from that of the global south due to differences in community income and 
education levels. Moreover, solutions proposed for the global north cannot automatically be 
transferred to the global south. The planning theory approach is based on the idea of policy 
transfer, not policy mobility. Proposed by Eugene J. McCann, in 2011, the approach developed 
focusses on policy transfer, i.e. taking policies implemented in the global north and applying 
them directly to the global south—an outdated concept. Instead, the current focus is on policy 
mobility, i.e. how to mobilize a policy used in the global north and adapt it to a global south 




1.3. Aim and Objectives  
The aim of this study is to explore how the WHO’s Healthy Cities programme has been adopted 
in the global south, using Lahore for a case study. It focusses on distinct differences in the 
approach to planning between the global north and the global south using healthy cities as a 
measure of planning and Lahore as a case study site. The objectives of this study are three-fold:  
1. To identify the published literature that characterizes healthy urban communities to 
understand urban attributes that contribute to improved public health, and to 
specifically examine whether healthy city recommendations differ by context: global 
north vs. global south; 
2. To examine the extent to which the City of Lahore, Pakistan, considers health and 
determinants of health in its existing policies and plans;  
3. To explore key stakeholder perspectives on the barriers to and facilitators of healthy 
city policies being adopted in the City of Lahore. 
1.4. Structure of Thesis 
The thesis comprises six chapters: 
Chapter 1 is an introduction to and overview of the topic and research questions, research 
objectives, theoretical framework and study context. 
Chapter 2  presents a literature overview of the healthy city concept, the urban attributes that 
contribute to healthy cities, the WHO’s Healthy Cities model, a comparison of healthy cities in 
the context of global south versus global north as well as key findings and conclusions in the 
literature on how to make cities in the global south healthy.  
Chapter 3 describes the research methods used, research approach and limitations of the 
research.  
Chapter 4 presents a content analysis of Lahore’s existing plans and policies, and it answers the 
second research question. This chapter explains if and how Lahore’s different policies mention 
health. The urban policy systems, developed by Giles-Corti et al. (2016), are identified and 
analyzed. This chapter also presents findings from qualitative interviews with Lahore’s public 
and private planners about barriers to and facilitators of including health considerations in city 
planning processes and policies.  
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Chapter 5 discusses the key findings and results. 
Chapter 6 provides overall recommendations, conclusions, limitations, and recommendations 













2. Literature Review: Healthy urban planning- global south 
versus global north 
2.1. Introduction 
During the 19th century, the emerging concepts of urban planning and public health 
resulted from common goals, i.e. to prevent infectious diseases (Corburn, 2004) and to reduce 
the harmful effects of industrialization (Melosi, 2000). In the past several decades, urban 
planners and public health practitioners have increasingly recognized the importance of the 
relationship between environments and health (Institute of Medicine, 2001). Urban planning and 
its relationship to health were recognized by the WHO in its Healthy Cities concept (1948), 
which challenged the traditional notion that health is the responsibility of health practitioners 
only and highlighted the idea that health is a concern in the context of many national and local 
policies (Barton & Grant, 2011). 
It is important to note that the Healthy Cities project began in Europe (1948). Its goal was 
to integrate prior public health initiatives in order to improve environmental hygiene conditions 
by building good infrastructure and basic utilities to reduce disease burden. This idea was taken 
up by several countries around the globe and the concept was integrated into city planning to 
improve the quality of life in cities and towns. A healthy city project can be a stand-alone 
initiative or can be integrated into other city development projects to avoid further investments 
(Thakur et al., 2007), especially for cities in the global south. Should the role of urban planning 
also be to create a well-functioning neighborhood or a beautiful environment? Is it done for 
sustainability or economic development? Or, is it used to reduce our ecological footprint and 
increase the quality of life for people? To some extent, urban planning is a combination of all 
these things and its essence can be found in the WHO’s Healthy Cities programme. The WHO 
healthy city concept combines health, humans and planning to achieve a sustainable future 
(Barton & Grant, 2011). 
This research focusses on the relationship between public health and urban planning in 
rapidly urbanizing areas, especially because—according to the WHO (2019)—by 2050, almost 
70% of the global population will live in urban areas. The WHO identifies urbanization as one of 
the key challenges to population health. With rapid and often unplanned urbanization, a 
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combination of poverty, increased population density, and infrastructure burden can have 
negative effects that create conditions such as decreased quality of life and increased burden of 
disease (Global Risk Report, 2015).  
Up to 2016, most of the top-ten causes of death were directly or indirectly influenced by 
poor urban design and planning policies (WHO, 2019). For instance, heart attacks, respiratory 
diseases, and lung cancers can result from air pollution, which is caused by traffic, waste, 
cooking, and power production. Similarly, diabetes is linked to obesity and less physical activity, 
which is influenced by car dependency and a lack of walking and bicycling paths. Poor sanitation 
and water lead to diarrheal diseases, and traffic injuries are partly due to the lack of a safe and 
efficient public transportation system.  
This research seeks to understand the extent to which differences exist in the 
characteristics of healthy cities among cities in the global north and the global south. The 
following literature synthesis explores the basic understanding and concepts of urban attributes 
that contribute to public health, from the healthy city movement’s origin in the global north to 
the development of a healthy city movement in the global south. 
2.2. Overview of existing evidence: Association of public health with urban 
planning/built environment 
Urban areas represent diverse environments in which people live and encompass a range 
of human experiences (Galea & Vlahov, 2005). Built environments in urban areas are the 
“planned and structured aspects of our surroundings” that include buildings, transportation and 
recreational areas (Williams, 2013).  
The supposition that the urban environment is an important determinant of health is not 
new (Otgaar et al., 2016). Many urban planners accept that their development practices and 
policies can have an impact on community health (Pilkington, Grant & Orme, 2008). While 
urban planning and public health considerations emerged from the same health concerns caused 
by industrialization in the 19th century, the connection between built environments and public 
health was less apparent by the mid-20th century (Perdue, Stone & Gostin, 2003).  
The proliferation of urban sprawl resulted in a more suburban, car dependent, sedentary 
lifestyle, all of which have negative impacts on health (Frumkin et al., 2004).  Cities experience 
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these health inequalities both between and within city boundaries. For instance, low-income city 
neighborhoods have a less-healthy quality of life (Otgaar et al., 2016). 
 In the global north, there has been a growing recognition that the built environment has a 
vital influence on the healthiness and well-being of people. The built environment is linked to 
health through a variety of pathways such as the design, planning and quality of neighborhoods, 
green spaces and streets (Pilkington, Grant & Orme, 2008). 
By 2030, nearly 52 million global deaths will be caused by chronic disease each year 
(Urban Land Institute, 2013). The increased prevalence worldwide of chronic diseases such as 
cancer, and obesity-related diseases such as heart attack, stroke and diabetes, should be of chief 
concern for both planners and health practitioners (Booth et al., 2001); understanding the 
connection between health and the built environment can pave the way to sustainability and 
healthy cities globally. 
The research community has shown increased interest in determining the relationships 
between the environment and health to improve living standards and reduce the burden of 
chronic disease (Prasad et al., 2016; Giles-Corti et al., 2016). In other words, the built 
environment is considered a significant part of or the key to the public health crisis faced by 
contemporary society (Kent, 2011; Booth et al., 2001; Giles-Corti et al., 2016; Luis Schwab et 
al., 2015). Many options exist that can modify and improve the approaches used to design 
buildings and develop communities, and infrastructure services to improve urban health.  
Features of the built environment promoting walkability and active transportation reduce 
the effects of chronic diseases (Le Beau, 2017; Prasad et al., 2016; Morris & Crawford, 1958; 
Luis Schwab et al., 2015; Pilkington, Grant & Orme, n.d.; Galea & Vlahov, 2005). Chronic 
conditions such as heart disease, cancer, and lung disease are the reason for two-thirds of the 
deaths worldwide each year, partly due to inactive lifestyles, low-quality infrastructure, and poor 
community design. Thus, city planning is recognized as part of a comprehensive solution for 
tackling the adverse outcomes a built environment can have on urban health (Giles-Corti et al., 
2016). With this change, prospects are developing that will alter techniques and methods urban 
planners use to design and build communities (McMicheal, 2000).  
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2.3. Urban attributes that contribute to public health 
The healthy city toolkit developed by the British Columbia Centre for Disease Control 
(2018) includes information about cities that can be made healthy through attributes such as 
neighborhood design, transportation networks, environments, food systems and housing, all of 
which enhance the social and economic well-being of the community. The toolkit suggests that 
healthy planning can be integrated into the site-specific bylaws of a city-wide plan or regional-
level strategies. It describes complete communities as those that are compact, physically active, 
have mixed uses, preserve their environment, and increase equitable access to healthy food 
options. 
Giles-Corti et al. (2016) define the eight urban policy systems that most strongly 
influence health. The WHO also recognizes the same urban attributes, which are summarized 
below: 
a. Social and Health Services: Nearly 1 billion people in the world live in slums 
(WHO, 2016). It has been estimated that one third of the urban population in the 
global south have lack of access to water and sanitation infrastructure, especially in 
slums and squatter settlements where low- and middle-income people reside (Global 
Report on Human Settlements, ed. 2010). Poor water quality and sanitation lead to an 
increase in diseases and contribute to about 10% of the global disease burden (Mara 
et al., 2010). Health services should be sufficient to deal with increased population 
needs despite the social status of people, as a fundamental right of every human being 
(WHO, 2017). Improved sanitation and water positively impact social and economic 
development, especially in the global south (Mara et al., 2010).   
b. Housing: The WHO’s approach to housing and health is that housing is more than 
shelter, it means to have a home and privacy and it should contribute to the well-
being and support the development and social integration (Bonnefoy, 2007). The 
WHO, in 2018, prepared recommendations for healthy housing aimed at informing 
housing policies and regulations at the national, regional and provincial levels, and 
requiring inter-sectoral collaboration. It is essential that housing must protect people 
from the effects of severe weather by providing proper heating and cooling, good 
indoor air quality, resilience to natural hazards, and freedom from pest infestation 
(Ompad et al., 2007; WHO, 2018). Urban building codes that require increased 
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insulation, greater energy efficiency and good ventilation improve indoor 
temperature, prevent the development of mould and damp as well as the accumulation 
of indoor air pollution (WHO, 2016). 
c. Public Safety: A well-managed city is one where people feel safe, included and 
respected (WHO-WPR, 2015). The desire to create safe places has been on the urban 
planner’s agenda for decades (Duhl & Sanchez, 1999). According to Cohen (1993), if 
a community does not have satisfactory health services, schools, libraries, 
recreational facilities or access to food and parks, the community loses a major buffer 
against violence. There is a need to build neighborhoods that nurture pride, respect 
and sociability and that safeguard accessibility to amenities (Crowhurst-Lennard & 
Lennard, 1987). 
d. Transport: The rapid increase in urbanization causes cities to become overcrowded, 
with more cars on the roads, which leads to pollution (WHO, 2019). It is important to 
tackle land and air pollution resulting from transportation and traffic congestion at the 
city level (Rydin et al., 2012). It is also necessary to have a road-traffic system that is 
efficient, provides safer and shorter routes, helps reduce traffic accidents, provides 
safe walking and bicycling routes, and promotes active mobility through safe modes 
of travel (Traffic Injury Prevention, 2017). 
e. Land Use and Urban Design: Urban planners can transform the conditions in which 
people live thereby encouraging them to adopt healthy lifestyles (WHO-Europe, 
2019). This shows that land use and urban design can contribute to a healthy-living 
environment. The major factors affecting Non-communicable Diseases (NCDs) are 
directly influenced by urban design, and urban environment and planning policies 
(WHO, 2016). 
f. Public Open Spaces and Recreation: Public open spaces also play a vital role in 
creating healthy urban environments. Creating green spaces helps control intense 
climate issues in rapidly urbanizing cities and reduces urban heat islands. Estimates 
indicate that physical inactivity—connected to poor walkability and lack of access to 
recreational areas—accounts for 3.3% of global deaths (WHO, 2019).  
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g. Education: A healthy city includes schools and universities, libraries and cultural 
centres. Transit to these places should also be accessible through strategies and 
designs that encourage diversity and desirability (Rydin et al., 2012). 
h. Employment and Economic Development: The political and economic 
environments of a city are key elements that influence urban governance and 
employment (WHO, 2019). Along with other factors described above, economic 
development (especially equitable economic development) within cities also 
improves health (Rydin et al., 2012). If employment is distributed according to 
demand management and accessibility, the city prospers financially (Rydin et al., 
2012). Similarly, citizens, elected leaders, policy makers, decision makers, and 
members of different organizations and businesses who work together provide 
beneficial feedback for the development and implementation of a healthy 
environment (WHO, 2016; D’Onofrio & Trusiani, 2018). Working with senior levels 
of government, other municipal departments, religious organizations, private donors, 
and the non- governmental organization (NGO) sector to transform and improve 
circumstances in poor areas of cities is an important role for health-oriented local 
political leadership (Tulchinsky & Varavikova, 2014). 
2.3.1. Summary of urban attributes 
Public health is influenced by decisions about the built environment (Rebecchi et al., 
2019). Public health can be improved through effective environmental, social, economic and 
cultural decisions made by local planning and implementing authorities (Tulchinsky & 
Varavikova, 2014).  
At its most fundamental, a city is deemed unhealthy if it cannot provide the basic 
necessities of life: shelter, sanitation, water, safety and security, and economic opportunity 
(Ashton & Thurston, 2015). There is a relationship between the socio-economic context of 
neighborhoods and health outcomes concerning diseases (Diez-Roux, 2001). 
The characteristics of healthy cities are shaped by environmental, political, social, and 
economic forces and policies (WHO, 2019), and refer largely to population, income and physical 
growth along with other measures such as education, safety and housing (WHO, 2016). A 
healthy city supports health, safety, accessibility and mobility, and includes homes, buildings, 
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streets, open spaces and infrastructure that provide recreation, commerce and facilities for 
physical activities such as jogging, bicycling, etc. (Tulchinsky & Varavikova, 2014).  
2.4. Need for healthy cities in low- to middle-income countries 
People in low- to middle-income countries of the global south are migrating from rural to 
urban areas, both within their own countries and to higher-income countries. However, of major 
concern to people from low- to middle-income countries are the basic necessities of life such as 
food, water, sewage, housing and jobs (Duhl & Sanchez, 1999). This migration has created cities 
in the global south with slums and squatter settlements and has increased the rich-poor divide. 
Hence, community issues are complex and call for multidimensional solutions (Duhl & Sanchez, 
1999).  
It is important that urban planners—and other decision makers who are serious about 
creating supportive, sustainable and diverse urban environments—critically examine the basic 
concepts of public health (Peterson, 1996) and support policies that encompass health concerns 
such that the inadvertent consequences of present and future policies must be measured (Duhl & 
Sanchez, 1999). The Healthy Cities approach and guidelines provide this opportunity (Tsourous, 
1990; Price, 1996). 
2.5. City plans: important documents to promote healthy built environments 
Almost half (49%) of the cities in the world have established urban development and 
environmental plans to guide urban development (UN, 2001). City plans anticipate the future 
using current trends, scenario analysis and stakeholder engagement, which ultimately help 
predict future urbanization patterns (Meltzer, 2013). According to Rydin et al. (2012), 
interventions such as improving urban policies, building standards, air and housing quality, and 
water and sanitation management in urban environments require complex thinking and result in 
better public health. 
Planning policies that influence built environments include those related to building 
codes, zoning regulations, and subdivision and transportation infrastructure projects (Angotti & 
Hanhardt, 2001; Filion et al., 2004). Master/official plans are developed to meet basic public 
health needs for projected growth in urban populations; these include access to safe water, 
sanitation, basic utility facilities, efficient and affordable transportation, and shelter and good air 
quality (Siegel, 2018). These master/official plans deal with issues such as the location of 
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housing, commercial uses, industry and infrastructure services involving roads, water and sewer, 
institutions such as schools, and open spaces. They also deal with growth projections and related 
community-betterment projects and strategies. Healthy urban policies included in the 
master/official plan can encourage active transportation modes such as safe bicycle lanes, 
improved public transit and sidewalk design as well as mixed use and compact development, and 
the provision of recreation areas. This can be done through policies that support access to healthy 
food and environments, and access to schools and retail areas via bicycling, walking and public 
transit, thus improving the quality of life (Beck, 2010). 
Without appropriate plans, city decisions are far less effective or efficient. There should 
be proper milestones and guidelines (Haven, 2017) that anticipate future events such as the 
impact of transportation policies, provisions for parks and open spaces, and improved quality of 
life. For instance, these goals can be met through healthy city planning practices within various 
urban policy systems such as the promotion of active transportation, affordable housing with 
proper ventilation, access to safe drinking water and sanitary services, and access to public toilet 
facilities in schools and colleges.  
Collecting information about past trends and current issues is a prerequisite for 
sustainable urban planning (Qureshi et al., n.d.). To analyze information on current issues, urban 
planners need secondary data from various sources. This data is not easily accessible in many 
developing countries (Edralin, 1986). Therefore, urban planners in developing countries often 
spend their resources on data collection, which decreases the time and resources available for 
policy formulation (Arbeit, 1993) and can also result in the duplication of data (Qureshi et al., 
n.d.). 
2.6. WHO Healthy Cities movement at a glance 
By 2050, 70% of the world’s people will live in cities. Globally, only 12% of cities reach 
pollution control targets. With these trends in mind, the World Health Organization identifies 
urbanization as one of the key challenges to public health in the 21st century (WHO, 2019). 
In the nineteenth century, when cities in Europe and North America confronted epidemic 
diseases that ravaged undernourished populations living in poor housing and environmental 
conditions, they responded to this challenge and created the foundations of a movement that 
spread throughout the world. The Health of Towns movement in Britain (established in 1844), 
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led by Edwin Chadwick, is the direct precursor of the WHO Healthy Cities movement (Kramer, 
1942). 
The World Health Organization (WHO) was established in 1948 as a special branch of 
the United Nations (UN). The aim of the WHO was to deal with health and disease issues of 
concern in the late 20th century (Clift, 2013). The WHO Healthy Cities Project (1988) is a well-
known example of the setting-based approach to health promotion (Plumer, Kennedy & Trojan, 
2010). Developed as a framework for translating key principles of the Ottawa Charter for Health 
Promotion (1986) into practice, it is best characterized as a process for successfully encouraging 
healthy public policy (Plumer, Kennedy & Trojan, 2010). 
The primary goal of the Healthy Cities movement is to support cities in implementing 
policies and plans based on Health for All (WHO, 1999) and Agenda 21 (UN, 1992). According 
to the WHO, health promotion is seen as a mediating process enabling people to increase control 
over and improve their health. (WHO, 1984; Kickbusch, 1985). At present, the WHO has 194 
Member States and 139 sub-offices across 28 countries, divided into 6 regions: African Region 
(78), South-East Asia Region (9), Eastern Mediterranean Region (36), Region of the Americas 
(9), European Region (5), and Western Pacific Region (2) (WHO, 2017).  
According to the WHO, a healthy city should be clean, secure, sustainable, healthy and 
physically active (Edwards & Tsouros, 2008). A healthy city is one “that is continually creating 
and improving those physical and social environments and expanding those community 
resources which enable people to mutually support each other in performing all the functions of 
life and in developing to their maximum potential” (WHO, 1998). 
 Strategies adopted by cities to become a healthy city include community-based 
initiatives along with needs assessment, mobilization and institutionalization. The WHO has 
developed an understanding of health that relates to all codes of healthy city planning. These 
principles are intended to provide an outline to direct those involved in the planning, designing 
and development of cities. Though these are proposed as general guiding principles, they are 
vital for progress in making and sustaining healthy cities. The principles, set out by the WHO 
Healthy Cities Project (1995 & 1997), are as follows: 
❖ Equity: All individuals must have the right and the opportunity to recognise their complete 
health potential. 
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❖ Health promotion: An urban health plan should encourage health strategies by using codes 
outlined in the Ottawa Charter for Health Promotion, specifically, to build healthy public 
policy; create supportive environments; strengthen community action and develop personal 
skills; and reorient health services. 
❖ Inter-sectoral action: Health results from the settings of everyday life and is influenced by 
the actions and decisions of most community sectors. 
❖ Community participation: Motivated communities are key components for setting 
priorities and making and executing decisions. 
❖ Supportive environments: A city’s urban health plan should include designs for supportive 
physical and social environments and consist of issues such as ecology and sustainability as 
well as social networks, transportation, housing and related environmental concerns. 
❖ Accountability: Decision makers have an impact on the conditions that influence health; 
accountability for such decisions should be made obvious so that they can be measured and 
assessed over time. 
❖ The right to peace: Peace is a fundamental prerequisite for health and the attainment of 
peace is a justifiable aim for those who are seeking to achieve the maximum state of health 
for their community and its citizens (Duhl & Sanchez, 1999). 
The Healthy Cities project involves inter-sectoral collaboration through the formulation 
of a “City Health Plan” that identifies the interrelation between living conditions in urban areas 
and the health of residents (Green et al., 2003). A healthy city plan may be a stand-alone project 
in a given city or the health component of an urban development effort that involves urban 
infrastructure, land-use management, municipal finance, industrial development, etc., when the 
city health plan is an integral part of a city’s wider development plan (Price & Tsouros, 1996). 
In Europe, 94% of healthy city movement member cities agreed to a partnership between 
organizations and 76% of them implemented collaborative plans, projects or programs with 
greater cross-sector involvement (Rydin et al., 2012). City health profiles, city health 
development plans, and a healthy-ageing profile were common—health-effect assessments were 
less so. According to the WHO, two thirds of healthy city coordinators were “actively involved 
with urban planners and influential in shaping planning programs” (Rydin et al., 2012). 
The eleven qualities described below have been translated by healthy cities into an 
enormous range of actions, themes and interventions (de Leeuw, 2011).  
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1.  A clean, safe, high-quality environment (including adequate and affordable 
housing); 
2. A stable ecosystem; 
3. A strong, mutually supportive and non-exploitive community; 
4. Much public participation in and control over decisions affecting life, health and 
well-being; 
5. The provision of basic needs (food, water, shelter, income, safety, work) for all 
people; 
6. Access to a wide range of experiences and resources, with the possibility of 
multiple contacts, interactions and communication; 
7. A diverse, vital and innovative economy; 
8. Encouragement of connections with the past, with varied cultural and biological 
heritage, and with other groups and individuals; 
9. A city form (design) that is compatible with and enhances the preceding features 
of behavior; 
10. An optimum level of appropriate public health and care services accessible to all; 
11. High health status (high positive health status and low disease status). 
Source: Hancock & Duhl, 1988 
In the global north, the first city to adopt these principles was Toronto, in 1984. In a 
convergence of global and local developments, the city celebrated emergent health-promotion 
approaches by the WHO and a decade of innovation in Canadian health policy. Japan also has 
had a long-standing relationship with the Healthy Cities movement, with Tokyo taking an early 
lead in the 1980s. It is estimated that there are close to 10,000 Healthy Cities worldwide; the 
smallest is l’Isle Aux Grues (Canada) and the largest is metropolitan Shanghai (China) (De 
Leeuw, Duhl & O’Neill, 2010). 
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2.7. WHO Healthy Cities and urban planning  
There is no doubt about it—urban planning has an impact on a community’s health. A 
healthy environment is a very important determinant of health. For instance, physical activity is 
directly influenced by the built environment, which affects decreasing or increasing obesity and 
other health epidemics (Hruby & Hu, 2016). These problems are increasingly emerging in the 
global south (Bhursoy & Jeewon, 2014). 
 Currently, major concerns are related to population health, the impacts of transportation, 
and the quality of housing and land use planning. These concerns are directly related to 
sustainability and scarce resources, which also impact humans. The WHO, in 1980, identified the 
urban environment as the key area for future policy development in Healthy Cities projects. 
Now, this is recognized as one of the crucial actions taken by Healthy Cities program 
participants, confirming urban planning’s unique and important role in making cities healthy 
places. 
The WHO (1991) defines a healthy city as follows: A Healthy City is not one that has 
achieved a particular health status. Rather, a Healthy City is conscious of health and striving to 
improve it. It continually creates and improves its physical and social environments and expands 
community resources that enable people to mutually support each other in performing all the 
functions of life and developing to their maximum potential. This definition places emphasis on 
the inclusion of health concerns in policies that are not conventionally related to health (such as 
land use, urban planning, mobility, transportation, etc.) (Sebastian, 2020). 
2.8. Concept of the global south and global north  
The term “global south” is complex and dynamic in nature. It emerged around 2000 
(Kalb & Steur, 2015) and the United Nations now organizes its statistical data in accordance with 
use of the term (Andrea et al., 2015). The global north and global south classifications are based 
on the United Nations Development Programme (UNDPs) Human Development Index (HDI). It 
designates 64 countries with high HDI as the global north and the remaining 133 countries as the 
global south (Thomas, n.d.).      
Mignolo (2011) defines “global south” as a currently used, fashionable expression. The 
term “global south” generally refers to the regions of Asia, Africa, Oceania and Latin America. It 
is also synonymous with terms such as “third world,” “low-income,” and “developing” (Dados & 
Connell, 2012). 
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 The term “global south” is not perfect, yet it is considered more favourable than its 
predecessors (Andrea et al., 2015). Because these are mostly politically weak countries (Dados & 
Connell, 2012), this new term highlights the political associations inherent in the concept of the 
global south concept, dividing the world into the northern and southern hemispheres. In 1980, 
the Brandt Line was conceived by Willy Brandt (Clarke, 2018). It shows the difference between 
the global north and the global south: the less-developed countries have a Gross Domestic 
Product (GDP) per capita of less than US$10,700. Thus, it is an imaginary line showing income 
inequality (Bibby, 2018).  
Today, circumstances are more complex today because of recent significant social and 
economic developments in the global south. For example, while entire countries are often 
classified as global north or global south, many analysts now refer to rich and poor communities 
found within countries of the global north and global south (RGS, n.d.) and recognize that there 
are some similarities between individual cities (Caison & Vormann, 2014). Some argue, 
therefore, that the global north and global south should not be a the division based on location 
relative to the equator, but instead should be based on globalization or global capitalization, with 
special consideration given to whether these factors empower the disadvantaged parts of the 
world (Andrea et al., 2015). The global south and global north can also be considered in terms of 
those who are victims of or benefit from global capitalism (Tom, 2005). 
2.9. Urban planning in the global south versus the global north 
According to the United Nations Department of Economic and Social Affairs (2016), the 
fastest growing cities of the world are located in Asia and Africa (global south). Urban planning 
throughout the world reflects the increasing gap between current urban policies and approaches 
and the growing issues of inequality, informality, increased urbanization, poverty and spatial 
fragmentation. This is not limited to only the cities of the global south (Watson, 2009). The 
dichotomy between the global south and global north is not a fiction but a fact that plays a very 
important role (Odeh, 2010). Given that, in the past, the global north shaped planning theories 
and practices, it is important to fundamentally review planning practices to determine whether 
they are applicable to the rapidly growing cities of the global south (Watson, 2009). 
Watson (2009) argues that urban planning systems in the global south have been 
inherited from colonial governments (e.g. Pakistan) or adopted from a global north context to 
suit particular political and ideological ends (Onodugo & Ezeadichie, 2019). Consequently, 
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planning systems in many parts of the global south are inadequate but are still in practice for 
master planning, zoning and a vision of urban modernism. This is the case for Pakistan and 
India, where ordinances and acts introduced during the British era are still applicable, all of 
which exhibit the issues that caused countries of the global north to move away from these 
planning practices. This older form of planning includes a top-down approach with rigid plans 
and land-use controls. Most of the planning and building standards in the global south are 
unsuited to helping the poor (Devas, 2001).  
Sanyal (1990) argues that low-income countries usually waste their policy-making 
process as the result of incorrect analysis and recommendations and emphasizes that low-income 
countries should in different parts of the world should share among themselves what they learn 
from their experiences but not compare themselves to rich countries. As rural areas become 
urbanized, low-income households in countries of the global south such as Pakistan need to 
secure land that is affordable (Qadeer, 2004), yet urban sprawl also leads to the continual 
increase in slums and squatter settlements (Watson, 2009). 
In the global north, contemporary planning has evolved through bottom-up approaches 
that include welfare policies, and with slower rates of urban growth and changes that can be 
predicted and managed. Urban planners—mainly in the global south, but not only there—receive 
pressure from governing bodies that are driven by the notion of modernism, which does not 
support survival efforts of the urban poor but actually hinders them with strict regulations that 
create more room for informal and illegal settlements. Therefore, it is important to highlight 
planning issues related to the global south (Watson, 2009). Rana (2009) also argues that goal‐
based sustainable-city discourse on the global north is misleading and inappropriate for 
sustainable urban development in cities of the global south. 
Much planning theory to date has been produced by scholars located in the global north. 
Over the last decade or so, a new set of planning ideas has emerged, primarily from theorists 
working in, or interested in, the global south (Watson, 2016). It is important to note that planning 
processes in the global north that could be easily adapted to sustainable urban development are 
not easily adaptable in the global south for several economic and social reasons because planning 
varies from country to country according to their development levels, socio-economic 
conditions, and legal and administrative characteristics (Yazar & Dede, 2012).  
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2.10. Burden of diseases in the global south 
Demographers project that the global urban population will increase from under 4 billion 
people (out of 7.5+ billion) in 2018 to 6.9 billion (out of 9.8 billion) by 2050 (Siegel, 2018). 
Most of this demographic change will take place in Asia and Africa as countries focus on 
economic growth through industrial development and employment opportunities that industry 
and its service businesses (suppliers) create for citizens (Siegel, 2018). Recent estimates indicate 
that about 700 million urban dwellers in the global south lack satisfactory sanitation facilities, 
with 75% of solid waste dumped in open sites (Scott, 2015). This creates poor water quality and 
inadequate water treatment as well. In 2001, less than 35% of cities in the global south treated 
their wastewater (UN, 2001). The issue is especially severe in sub-Saharan Africa and South and 
Central Asia: 62% and 43%, respectively, of the urban population living in slums/squatter 
settlements face high levels of disease risk, worm infection, cholera and diarrhea (Scott, 2015).  
The global south has a high burden of disease, with 5.8% of children dying before 
reaching age five. Presently, demographics and epidemiological changes are shifting the disease 
burden from communicable to non-communicable diseases in low- and middle-income countries 
(LMICs) (Bollyky et al., 2017). Health and planning systems in LMICs are unprepared for these 
changes; according to the Independent Task Force (2014) on non-communicable diseases, 
LMICs are threatened more by non-communicable diseases (NCDs) than infectious diseases. 
According to the WHO (2010), the UNDP (2013), the Council on Foreign Relations, the 
Independent Task Force on NCDs (2014), and the World Bank, more than 60% of global deaths 
are NCD-related and almost 80% of these occur in LMICs, particularly across Asia and South 
America (Reubi, Herrick & Brown, 2016). 
According to the UN (2011), the major challenge to development in the 21st century is 
NCDs. The relationship between NCDs and development is two-fold (World Bank, 
2011; Alleyne et al., 2013; UNDP, 2013). First, a major cause of NCDs is rapid and often 
unplanned urbanization, which can lead to risks related to air quality, transportation safety, and 
other environmental health risks. Second, economic development provides the opportunity for 
populations to engage in more modern, sedentary lifestyles as well as tobacco use and unhealthy 
food consumption (Reubi, Herrick & Brown, 2016).  
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2.11. Urbanization in the global south 
According to the United Nations (UN, 2001), in 1950, 68% of the world’s total 
population lived in the global south, with 8% in the least-developed countries (LDCs). The LDCs 
are those classified by the United Nations as the least developed in terms of gross national 
income (GNI) (under US$250 per capita), human assets (a composite of the Human Assets Index 
[HAI] based on health, education, nutrition and adult literacy), and those with high-economic 
vulnerability (based on agricultural instability, exports, and economic importance of 
manufacturing and modern services) (UN, 2019). By 2030, almost 85% of the world’s 
population is expected to be living in the global south, with 15% in the LDCs. The population in 
the LDCs is expected to grow to 3.9 billion by 2030, with more population in urban centres and 
an average increase of 2.3% per year. There are approximately 498 cities globally that have over 
a million inhabitants, over 70% of which are located within the global south (UN, 2016). 
While the global north faced urbanization during the industrial revolution, the current 
demographic transition has changed the locus of development; now the global south is 
urbanizing more rapidly (Seto, Fragkias & Gu, 2011; Parnell & Robinson, 2013). In the global 
south, many people from rural areas struggle to settle in urban areas to have access to good 
education, health and quality of life (Thomas, n.d.; Barrios et al., 2006; Smart & Smart, 2003; 
Haug, 2008). 
Often, the process of urbanization in the global south involves poverty, inequality, 
environmental issues, and security and transportation problems, which many local governments 
in the global south do not have the capacity or resources to deal with. Urbanization is associated 
with a variety of changes in a city. For instance, an increase in population density creates 
property bubbles and, with the shortage of housing, results in social exclusion; this connected 
effect leads to a more broadly destabilized economy (Scott, 2015).  
Planners, then, are tasked with organizing, planning and governing community 
settlements (Roberts, 2017). Urban planners can plan independently, in collaboration with, or 
sometimes in opposition to local government agencies for the betterment of people (Roberts, 
2017). Communities can even do their own planning to alleviate poverty, for instance by 
building their capacity to deliver basic infrastructure facilities such as potable water, basic health 
care, waste management and microfinancing (Roberts, 2017). However, community involvement 
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can also create issues because of a lack of technical knowledge and related expertise, which is 
where planners can contribute.  
If managed properly, urbanization can result in economic, social, and cultural benefits 
(Gresh, 2017). For instance, in a well-managed city where economic and network effects are 
efficient, the impact of transportation on climate can be reduced (Mufamadi, 2015). Many 
observers and organizations focus on cities and the connections between them at the local level, 
rather than directing them at the national level. A city’s flexibility, innovations and dynamism 
can help determine whether urbanization makes it resilient or vulnerable to global risks. 
Therefore, urbanization has pros and cons, and the pace of urbanization can present 
challenges, particularly in developing economies. To receive the benefits of urbanization and 
reduce the risks associated with it, it is important to establish good governance with effective 
regulatory frameworks. 
In the global south, the major challenge faced by governments is to provide cities with 
appropriate infrastructure facilities and housing (Scott, 2015). If cities are vulnerable to negative 
impacts of urbanization, they can impose a variety of restrictions on rural-urban immigration. 
For instance, China introduced the hukou system, in which immigrants must obtain a residency 
permit to work in cities and receive assistance from social support agencies (Chan & Zhang, 
1999). However, this type of system cannot work in developing countries that have few facilities 
for health and education services even in rural areas. Therefore, governments cannot adequately 
manage migration unless basic infrastructure facilities exist. Indeed, many cities do not have 
plans that support those transitioning from rural to urban areas (Bayat, 2000).  
2.11.1. Issues in the global south due to urbanization 
The global south faces various issues due to urbanization, five of which are described below.  
• Safety and security: Competition, lack of resources, and socio-economic inequality spark 
injustice and cause difficult law-and-order situations (Scott, 2015).  
• Transportation-related health risks: The most common modes of transportation in the 
global south are buses and minibuses. Cars are second, with walking and cycling third 
and fourth, respectively (UN, 2001). This raises the issue of a lack of active 
transportation modes available to people mainly because there are few designated bicycle 
or bus lanes, and high levels of ambient air pollution create a less-favorable environment 
for walking (Mufamadi, 2015).  
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• Socio-economic instability and health risks: Unplanned and rapid urbanization also 
bring socio-economic instability in less-developed countries (Cohen, 2006). This can 
result in poor or insufficient infrastructure, which ultimately leads to a lack of potable 
water and the potential spread of waterborne diseases. Urbanization also affects land use 
and the urban design of cities. As low-income people migrate from rural to urban areas, 
the size of slums and squatter settlements grows. It is estimated that 40% of the world’s 
urban expansion is taking place in slums (Scott, 2015). Slums create social disparities, 
unhygienic conditions and widespread disease (Mufamadi, 2015). Urbanization also 
creates the issue of affordable and quality housing. People move to the city to make their 
lives better through quality education and better health, but they can get trapped in the 
high cost-of-living and competition for livelihoods (Scott, 2015). 
• Inadequate infrastructure: Expanding cities also face infrastructure gaps. The 
Organization for Economic Co-operation and Development (OECD) estimates that 
governments will have to spend approximately USD 71 trillion by 2030 to deliver 
sufficient global infrastructure for electricity, road and rail transport, telecommunications, 
and water. The global south also faces financial constraints because countries allocate 
much of their national incomes to meet the basic needs of their populations. This calls for 
public and private collaboration in designing, constructing and maintaining infrastructure 
(Scott, 2015).  
• Climate change and environmental degradation: The largest urban cities in the world 
also face the issues of environmental degradation and climate change. Little attention is 
typically given to the development of parks and open spaces in the global south.  
2.12. Examples of healthy cities in the global south 
According to Kummu and Varis (2010), 50% of the population lives in the areas between 
latitude 20° N and 40° N. This band includes Pakistan, Bangladesh and Northern India, all of 
which have extremely high population densities. While the WHO has (as noted above) well-
established recommendations for healthy cities, the health of urban populations in low- and 
middle-income countries remains a contentious and pernicious problem even in the era of 
evidence-based policy making (Parnell & Oldfield, 2014), in part because improving health in 
the global south is so multidimensional (Herrick, 2014). 
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In the global south, agencies such as the WHO, World Bank, Asian Development Bank 
(ADB), and the UN have set up various projects to solve health-related problems (Sirsi, 2014). In 
low- and middle-income countries, the Healthy Cities movement received increased attention, 
between 1995-1999, through WHO support for projects in Cox's Bazar (Bangladesh), Dar-es-
Salaam (Tanzania), Fayoum (Egypt), Managua (Nicaragua) and Quetta (Pakistan) (Harpham et 
al., 2001).  
A multisector health approach is needed to address health problems in the global south 
(Kenzer, 20000). Social and economic conditions are strongly associated with an individual’s 
ability to have a healthy lifestyle (Duhl & Sanchez, 1999). There is a lack of information and 
data available in the global south about the relationship between quality of life and the built 
environment; in addition, the capacity to analyze data is also limited (Prasad, et al., 2016; Mayur, 
1979; McMicheal, 2000; Harpham & Molyneux, 2001; Bowonder, 1987; Arora, 1995). The 
quality of life in these communities is constantly at risk due to urbanization, poor infrastructure, 
pollution and an inactive lifestyle. Thus, these must be controlled through various interventions 
from different policy making sectors (Mayur, 1979; Kumar et al., 2016). Below are some 
examples of how different cities in the global south have followed WHO healthy city principles 
to achieve healthy city status: 
1. Using tools: The WHO supported the healthy cities movement in Thailand, in 
1994 (Sattam, 2007). In 2000, the country launched reforms at the national level 
advocating the introduction of health concerns in non-health sectors. 
(Phoolcharoen, 2003). Health Impact Assessment (HIA) was used as a tool to 
facilitate collaboration between different sectors and help combat environmental 
issues such as air pollution, pesticide contamination, and coal-fired power plants 
(Wernham & Teutsch, 2015).  
2. Coordinating public and private organizations: Slums or informal settlements 
pose challenges to urban health in low-income countries (Corburn & Karanja, 
2014). For instance, a coordinated effort by the government, development 
agencies and civil society groups resulted in improved access to water and 
sanitation in the slums of Nairobi, Kenya. From 2000 to 2012, the proportion of 
slum households with access to public water taps increased from 2.7% to 59.3%, 
and use of flush toilets has had a six-fold increase while use of pit latrines 
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dropped by 50%. These improvements contributed to observed declines in child 
mortality and deaths from diarrhea (WHO Global report on urban health, 2016).  
3. Identification of priority areas and inputs from stakeholders: Werna et al. 
(1999) describe Fayoum’s Healthy Cities project, carried out in 1995. Fayoum is a 
densely populated area with its main economic base in agriculture, and it had 
issues related to basic infrastructure, health and provision of social services. 
Priority areas were identified, and primary data was collected through interviews 
and focus-group sessions with key policy makers, hospital and health center staff, 
and local leaders (including the leaders of women’s groups) seeking to understand 
their health needs and priorities. These identified priorities also highlighted the 
need for input from various sectors: local government, the private sector and the 
community.  
4. Healthy interventions in the city: The city of Rajshahi, Bangladesh, had 
dangerously high levels of air pollution. The city significantly reduced air 
pollution contamination from 2014-2016. This was done by replacing old brick 
kilns with cleaner, more efficient kilns, using battery-powered electric auto 
rickshaws, planting green strips, paving sidewalks to reduce dust, and promoting 
pedestrian environments. Rajshahi is now building Bangladesh’s first dedicated 
urban bicycle lane to increase the number of residents cycling and reduce the use 
of motorized transport (Rajshahi, 2016). 
5. Political will and cross-sectoral coordination: The national government in India 
launched its National Urban Health Mission to improve access to primary health 
care and reduce treatment expenses for the poor. The program included 800 cities 
with 200 million people, of which 77.5 million were poor (WHO Global report on 
urban health, 2016). In another example, in 1991, Kooy-e-Sizda-e-Aban, a 
municipal district of Tehran, Iran, was selected as a pilot study area for a healthy 
city project (Motevalian, 2009). It aimed to increase health quality and improve 
services. People living in slums were relocated, and volunteers were trained to 
educate people about health and environmental issues (Shadpur, 1996). This 
project started because of strong political will and its linkage with national 
development plans. This plan was deemed highly acceptable among community 
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members and program staff, which led to success in capacity building 
(Motevalian, 2009). 
6. Learning through successful examples from the global north: In 1992, a 
healthy city project idea was launched in Johannesburg, South Africa, using a 
business plan from the health, housing and urbanization directorate. The city 
council toured healthy city projects around Europe. The Johannesburg healthy 
city project was initiated in 1993 after public consultation and it comprised a 
comprehensive approach to addressing health, environment and development 
issues. The success of this project was fundamentally due to the fact that the 
government and the WHO both played supportive roles (Mathee et al., 2000).  
7. Preparation of healthy city plans and policies: Cox’s Bazar, a small city in 
Bangladesh, faced the issue of urbanization and sprawl beyond its limits that 
resulted in the creation of slums accommodating a large number of immigrants. 
Cox’s Bazar Healthy Cities Program, initiated by the local municipality and led 
by the WHO, aimed to improve health and environmental conditions. It began in 
1995 with workshops, and the creation of a steering committee and task forces. 
Cox’s Bazar HCP received technical support and salaried coordination from the 
United Nations Development Program (UNDP). The aim of the program was to 
improve awareness, coordination and implementation of the town’s health plan. 
However, the project failed due to the lack of political commitment resulting in 
limited implementation.  
2.12.1. Conclusion 
Countries in the global south have learned city planning concepts from European 
countries (Falola & Wahab, 2014). In the global south, the major issues are increased 
urbanization, slums and squatter settlements, poor urban air quality and lack of political will, 
specifically in low- and middle-income countries like Bangladesh. However, given the WHO 
healthy city guidelines and interventions, there are several examples of cities in the global south 
that have achieved healthy city goals. 
 Given these examples, other cities with other cities of similar size and with similar 
characteristics can learn to prioritize local health issues, allocate budgets for health-promoting 
interventions and policies, ensure the involvement of all stakeholders and community members, 
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ensure cross-departmental coordination, and use tools and incorporate healthy city principles into 
their policies and plans. These WHO healthy city projects can be implemented as a stand-alone 
project if there is sufficient funding, or they can be a part of the master plan/official plan or city 
planning document.  
2.13. Healthy city case studies in the global north 
There are numerous healthy city case studies from the global north because the WHO 
movement began in Europe. The aim of the healthy cities movement in the global north was to 
strengthen the role of cities in achieving health for everyone. The healthy cities movement, now 
called “healthy communities,” began in Canada in 1984 (Hancock, 1993, Flynn, 1996). Below 
are some examples of how different cities in the global north followed WHO healthy city 
principles to achieve healthy city status: 
1. Promoting green/open spaces: One important aspect of healthy cities is the protection 
of open spaces and areas for recreation. The City of Salzburg, Austria, dropped its old 
policy of using 70% of the city’s land for new construction and developed a new 
transportation strategy giving priority to pedestrians in all political and planning 
decisions; public transportation is their third consideration, and cars are last (Grant, 
2015). This plan also resulted in positive economic development for the City (Crowhurst-
Lennard & Lennard, 1987). 
2. Ensuring public safety through community and political collaboration: The City of 
Toronto’s model reflects a partnership between government and communities in creating 
healthy-living environments. Urban planners realized that communities were most 
concerned about safety. Therefore, city planners, city council members and other local 
government employees promoted safety through planning and design (Austin & Inglis, 
1993). In Toronto’s case, the techniques used were simple and economically feasible. 
Urban problems were studied, then practical and coordinated solutions were designed 
through partnerships and sharing resources (Flynn, 1996). 
3. Reducing inequality through urban regeneration: The City of Gyor, Hungary, 
initiated an urban regeneration program that was combined with social interventions to 
reduce inequalities in multicultural districts of the city. Recognizing the fact that there is 
no quick fix, the city began by assessing physical interventions in the physical fabric, 
thus creating green areas and areas for sports, play and leisure. In addition, Gyor 
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introduced social interventions that aimed at improving community empowerment, health 
and lifestyle (Grant, 2015). These focused programs were developed for all people: 
children, families, mothers-to-be, mothers with young children, and the Roma 
community. Together, these interventions enabled Gyor to achieve its aim of high health 
equity (Grant, 2015). 
4. Healthy city concepts in plans and policies: Liverpool was the first to host the Healthy 
Cities conference, in 1988. The healthy city project in Liverpool was divided into phases. 
The first phase included facilitating and implementing healthy city policies (Grant, 2015). 
The second phase, in 1993, focussed on developing a health plan for the city. This plan 
was written in consultation with professionals and community members with the 
ambition of creating a future for Liverpool that would be prosperous, just and 
environmentally sustainable (Otgaar et al., 2016).  
5. Using tools: In Bristol, England, the healthy city group broadly considered health and 
well-being and integrated it into the city’s regeneration plans (Grant, 2010). Communities 
supported using this “health lens” for neighborhood planning; public health officers and 
local municipalities worked closely to create several tools to recognize physical elements 
that either detracted from health or supported health in their local areas. Consequently, 
their insights contributed to the neighborhoods’ planning processes (Hewitt & Grant, 
2010). HIA was used to establish the wider determinants of health and identify high-
priority issues such as transportation, redevelopment of several areas, sustainable homes, 
green infrastructure, urban design, recycling projects and promotion of local jobs (Grant, 
2010).  
6. Projects for people with special needs: Ljubljana, Slovenia, was given the charter of 
“Municipality Tailor-made for the Disabled,” in 2009 (Ford, 2017). Slovenia’s legislation 
requires obligations at the local level for social services and health care (Klancar et al., 
2012). Ljubljana developed a comprehensive and systematic approach to services for 
elderly and disabled citizens (Grant, 2015; Klancar et al., 2012), women and children, 
victims of violence, people with mental health issues, the homeless, immigrants, people 
with drug addictions and eating disorders, promotion of healthy lifestyles specific to 
vulnerable communities, and for disease and the prevention of traffic injuries (Klancar et 
al., 2012). The city made many physical improvements including pedestrian-friendly 
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environments, easily available public transport and accessible public buildings, an 
interactive map of the city centre, and public lavatories. Other social interventions 
included training bus drivers to interact with and assist people with disabilities, training 
staff in health and social institutions in sign language and introducing cultural events with 
content designed for blind and visually impaired people (Grant, 2015). 
7. Transportation and public health: The Nashville Metropolitan Planning Organization 
(MPO) was among the first in the USA to recognize the importance of transportation and 
public health, specifically regarding physical activity, traffic accidents and air pollution 
(Meehan & Whitfield, 2017). The city adopted health-based scoring criteria to guide 
selecting and funding transportation projects, resulting in a marked increase in the 
number of projects that included provisions for cyclists or pedestrians (Wernham & 
Teutsch, 2015). By thinking systematically about the health impacts of transportation, the 
MPO advantageously used public resources in a way that met its goals of providing 
accessibility and mobility for people and goods, while minimalizing undesirable impacts 
on populations and environmental health (Meehan & Whitfield, 2017). 
8. Promoting healthy diets: A campaign to promote health was launched in Lodz, Poland, 
in 1987, with the aims of protecting natural resources and promoting healthy diets. It also 
decreased the duplication of services. The most important aspect of the Lodz healthy city 
project was its broad view of health-related issues, which received funding in the city 
budget despite changes at the local-authority level. In short, creative partnerships among 
non-governmental organizations (NGOs), universities, businesses, public health 
departments and health service facilities, and a broad view of health status were the keys 
to its success (Grant, 2015).  
2.13.1. Conclusion 
In the global north, approaches to building healthy cities differ between Europe and 
North America. Hancock (2014) notes that participating cities of the WHO Healthy City Europe 
initiative focused on public policy, comprehensive city planning, equity, sustainable 
development, social development, tackling the determinants of health, democracy, healthy-living 
environments, health impact assessments, physical activity, and involvement of political 
leadership at the local level in all important health and built environment-related decisions. 
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Hancock (2014) also notes that there is a difference in the healthy city concept between 
Europe and North America: Europeans focus on their larger cities; North Americans focus on 
small and large communities within cities. Thus, the global north has implemented change based 
on healthy city principles that were achieved within the framework of local infrastructure.  
2.14. Comparison of healthy cities: global north versus global south 
Urban health issues and solutions differ slightly in countries/cities of the global south and 
global north. There are healthy cities around the globe. Each healthy city has different issues, and 
each has tackled them accordingly. The advantage of the WHO’s healthy city concept is that 
cities can identify their specific issues and then decide on their own solutions. Good examples 
can be found in both the global north and global south.  
Urban attributes that contribute to health in cities of the global north and global south are 
the same, although local issues differ. Thus, there is a need for reliable and unbiased measures. 
Studies on the global north focus more on physical activity, food security, and creating less 
obesogenic environments; in the global south, the healthy city movement focuses more on 
creating a healthier environment in slums and squatter settlements and improving the 
population’s quality of life and air quality.  
Built environments in the global north also differ largely from those in the global south in 
terms of density patterns (Giles-Corti et al., 2016). Cities in the global south have high densities 
and compact neighborhoods with greater social inequality (Mayur, 1979). In many countries in 
the global south, poorly built structures are linked to poor sanitation, poor housing quality, and 
uneven access to health, food and hygienic conditions, all of which are major causes of chronic 
disease in low- and middle-income countries (Srinivasan et al., 2003; Kumar et al., 2016). 
Hence, multifaceted and complex connections are at play when the built environment and urban 
health associations are linked in countries in the global south (Giles-Corti, et.al. 2016). 
2.15. Summary 
This review explores the history of the WHO Healthy Cities movement and its 
fundamental implications in the fields of public health and urban planning, and poses an 
important question: To what extent do healthy city recommendations vary in the global north 
versus the global south? Health and urban planning practices are undeniably linked and require 
multi-sectoral and interdisciplinary coordination. These links are further clarified by identifying 
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and examining the importance of different urban attributes and how they can create healthy 
urban development.  Last, real examples of healthy city urban planning projects demonstrate that 
such a framework and perspective can, in fact, foster positive outcomes. 
Physical and social structures in cities can be revamped and updated to more 
meaningfully engage with the health sector. The WHO is poised to assist cities around the globe 
in embracing a systematic approach to improving their interlinked environmental, economic and 
health challenges, and supporting coordination between sectors and across governance, finance, 
planning and outreach processes. 
Countries in the global north initiated the concept of the healthy city, which was later 
adopted by countries around the globe with the help and support of the WHO. While primary 
urban health issues differ around the globe, basic themes for creating healthier cities are the 
same. WHO guidelines provide the basics that identify urban attributes contributing to healthy 
living conditions. These urban-sector policies, also mentioned by Giles-Corti et al. (2016), are 
important key variables to consider when first thinking about urban health.  
Also, there are other reasons why people across the globe face disease and a poor quality 
of life. There are the inequalities of the poor/rich divide— not just the dividing line at the 
equator. There are neighborhoods in the global north that face the same issues as most 
neighborhoods in the global south. Proper plans and policies are required to make city 
environments healthy because cities are all burdened by urbanization, which is expected to 
increase in the future. 
2.16. Limitations 
There are many examples of associations between urban health and city structure in both the 
global north and global south, but there is little research that directly compares the two. The 
literature also lacks investigations into what countries of the global south can learn from those in 
the global north to reduce pressure from chronic disease. There are opportunities to work to 
develop strategies that promote research on the interdisciplinary nature of health and the built 
environment, with the major focus on how this relationship can be implemented worldwide. As 
Hancock and Duhl (1988) argue: “A city is like a living human organism. One cannot be healthy 
if the liver is sick.” The community, the city and the world are but one complex organism and 
must be dealt with as a whole. Healthy Cities, as a model of community governance, offers a 
way of working that is inclusive.  
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3. Research Methods Overview 
3.1  Introduction 
This section provides describes the research methods used in this study to understand healthy 
city principles and then to identify the barriers to and facilitators of a healthy city for the case 
study city of Lahore, Pakistan. This chapter consists of a description of the research approach, 
techniques and methods that were used to collect and analyze data. It covers the study area, 
research process, research paradigm, data collection, research instruments, and data analysis. 
The research philosophy described in this chapter provides an understanding of why the 
qualitative methodology and descriptive study approaches were used in this research. Also 
discussed are the details of key informant data collection including an overview of the sample 
selection approach, a description of the participant sample, ethical considerations, and the 
limitations of this research.  
3.2  Study Area 
Pakistan a global south country has a population of 212.2 million (World Bank, 2018), 
and is located in South Asia. In many rapidly expanding cities in Pakistan, population growth has 
resulted in unplanned expansion as well as mushrooming urban slums and low-income 
settlements. In Pakistan in general and in the province of Punjab (where the case study city of 
Lahore is located) in particular, urbanization is occurring at a very fast rate. Punjab province is 
the most populous region of the four provinces of Pakistan, with a growth rate of 2.13% per 
annum. Its urban population is 40 million and has a population density of 536 people per square 
kilometer (Population Welfare Department, 2016).  
Non-communicable diseases (NCDs) are the major cause of death in the country; 32% of 
premature deaths and 37% of disability-adjusted life years are attributable to NCDs (WHO, 
2018). There is the National Action Plan for Prevention and Control of Non-Communicable 
Diseases and Health Promotion in Pakistan (2004), which was prepared as a joint publication by 
the Ministry of Health, the Government of Pakistan, and the World Health Organization, 
Pakistan office. The report notes that NCDs impose a heavy economic burden and are 
responsible for almost 55% of the total deaths in the country (WHO-EMRO-Pakistan, 2019).  
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Addressing NCDs in a developing country like Pakistan is challenging because of the 
lack of resources, financing, awareness and education. In terms of the socio-economic context, 
according to the Pakistan Bureau of Statistics, in 2018 there was high unemployment in Punjab 
(6.3% in 2015) (Human Development Report, 2019). Moreover, according to the UNDP, in 
2019, the poor in Pakistan worked for $3.10 per day and only 52.2% of the population was 
employed (Human Development Report, 2019). Under these socio-economic conditions, it can 
be difficult to implement a diverse range of strategies to prevent NCDs; incorporating these 
strategies into urban master plans is an approach that can be cost effective.  
This research uses Giles-Corti et al.’s (2016) framework to evaluate plans and policies for 
the City of Lahore in terms of the extent to which they support health. Pakistan is a WHO 
Member Country of the Eastern Mediterranean Region. The WHO has carried out many primary 
healthcare projects in Pakistan. According to the WHO Eastern Mediterranean Region’s healthy 
city guidelines (2007), rapid urbanization contributes to the substantial burden of health issues in 
the region.  
The WHO, Pakistan’s Ministry of Health and Punjab’s local administrators are 
stakeholders in the development and implementation of the proposed long-term master plan. At 
the provincial level in Punjab, a five-year strategic plan was prepared to address four NCDs: 
cancer, diabetes, and cardiovascular and chronic respiratory diseases. The plan focuses on the 
prevention and control of these hazardous and preventable diseases. It shows that addressing 
NCDs in a low- to middle-income country like Pakistan is a multidimensional challenge that 
requires focus from people at the ministries of health, planning, agriculture, education, finance, 
housing, communication, the environment, and labour to ensure collaboration and consultation 
(The National Action Plan for Prevention and Control of Non-Communicable Diseases and 























3.3  The city of Lahore- A typical global south city 
Lahore, Pakistan, was selected as a case study city in the global south. Lahore was 
selected because the city had recently decided to update its existing master plan. As a city of 
low- and middle-income country, it is undergoing rapid urbanization and an epidemiological 
transition which is characterized by occurrence of different types of non-communicable diseases 
(diarrhea, dysentery, respiratory diseases etc.) with varying magnitude (McKeown, 2009 and 
Oman, 2005).  
Lahore is a typical example of the cities in the global south. The modern urban planning 
in the global south cities is traced to the planning standards introduced by the colonial masters 
and its impact is quite obvious in physical organization of many cities (Onodugo & Ezeadichie, 
2019). The urban morphology of Lahore also shows the impacts of colonial planning laws. 
 
Figure 2 Map of Pakistan - circled portion is the location of Lahore 
Source: http://cliparts.co/cliparts/pc5/oXe/pc5oXeaoi.png 
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 Lahore is the provincial capital and largest city of the Province of Punjab and is a hub of 
civic and business opportunities. By population, Lahore is the second-largest city in Pakistan, 
fifth largest in South Asia, and ranks thirtieth in the world (Government of Punjab, 2013) 
(NESPAK, 2004). Just over a fifth (22%) of the population of Punjab live in Lahore (Haq & 
Arshad, 2009) and the City’s urban population growth rate is 4.3% per annum (Aziz et al., 2014). 
The city existed for thousands of years and has signs of development patterns and policies of 
British Colonial Governance.  
Lahore simultaneously confronts rapid urban expansion and rural-urban migration. Due 
to its weak political and institutional structures and lack of coordination between its public-
public and public-private agencies, the City’s development and growth are haphazard (Hameed, 
2008). The government’s current solution to the growing population is building new road 
infrastructure, which is the reason for the City’s decreasing tree cover (Ghani, 2018) that has 
resulted in increasing smog (Riaz, 2018).  
According to UN Habitat (2003) and Urban Unit Lahore 2006, 45% of the urban 
population of Lahore lives in slums that have poor municipal services. In addition, the Integrated 
Master Plan of Lahore (IMPL-2021) was prepared without proper public and stakeholder 
consultation (Hameed, 2008). Therefore, research is required to guide planners and decision 
makers on issues of concern to the City and to provide specific recommendations for making the 
City of Lahore a healthy city based on the principles of the WHO. 
Projections indicate that Lahore will become a megacity by 2030. According to Atlas of 
Urban Expansion (2016), the Built-up Area Density of Lahore in 2013 was 391 persons per 
hectare, increasing at an average annual rate of 0.2% since 2000. The Urban Extent Density of 
Lahore in 2013 was 261 persons per hectare, increasing at an average annual rate of 0.4% since 
2000.  
Finally, the relevance of this research is the potential for its findings to actually be 
applied, given that Lahore is currently preparing its new Master Plan 2040. Also, the common 
factors such as urban morphology, density, British Colonial governance, rapid urbanization, 
weak political system and less resources makes Lahore a typical case study for large cities in the 
global south. The results of this study will be shared with Lahore’s Development Authority. 
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3.4  Research Philosophy/Paradigm 
This research is underpinned by pragmatic philosophy. It includes detailed understanding 
of healthy urban planning issues through a holistic perspective by using exploratory qualitative 
research methodology. This guides the researcher in exploring how healthy city guidelines may 
be adopted in plans and policies for the selected case study city in the global south. 
This research philosophy is helpful in providing the ability to develop solutions and 
recommendations for real-world issues by allowing insights into the associated multiple factors 
(Creswell, 2014). The two-phase qualitative data collected provides a deeper understanding of 
barriers to and facilitators of healthy city planning. The first phase of this study included 
understanding and analyzing the existing master planning policies for Lahore, which provided a 
foundation for research by identifying the extent to which health is an implicit or explicit 
component of the existing policies. The second phase included interviews with decision makers 
(key informants) and provided deep understanding of planning and policy practices.  
3.5  Research Approach 
This research made use of both primary and secondary data. Secondary data sources were 
used for the first and second objectives of the research: to identify the published literature that 
characterizes healthy urban communities to understand urban attributes that contribute to 
improved public health; to examine the extent to which the City of Lahore, Pakistan, considers 
health—and the determinants of health—in its existing policies and plans. Primary data, on the 
other hand, was sourced from participants (key informants) involved in the study to explore 
perspectives on the barriers to and facilitators of healthy city policies adopted in the City of 
Lahore. The research approach used in this study is the qualitative research approach described 
below. 
3.5.1 Qualitative research 
This research uses a constructivist approach, which means that learning is a process in 
which individuals build new ideas or concepts based on prior knowledge or experience (Kelly, 
2012). It views meaning as that which emerges from the process of social interpretations and 
interactions (Creswell, 2013). According to Mason (2002), a qualitative research approach 
factors research element directly into its analyses and details. In other words, it is an inductive 
approach with a comprehensive description of processes that generate narrative understandings 
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into phenomena that are difficult to quantify (Young & Hren, 2017). The qualitative research 
approach consists of a number of investigations that include collection of evidence and open-
ended questions (Creswell, 2013). 
Qualitative research includes understanding human actions by knowing who the research 
participants are (Palys et al., 2008). It should be systematic, accountable, flexible, and provide 
readers the material on which they can base their judgement (Mason, 2002). The disadvantage 
associated with the qualitative research method is subjectivity, which could lead to difficulty in 
establishing the validity of data and researcher bias (Palys et al., 2008).  
Qualitative research is selected when there is little knowledge or limited understanding 
about any phenomena (Young & Hren, 2017). It was selected for this research because there is 
limited knowledge in the global south about why a city in the global south would not directly 
pursue the healthy city concept, since the majority of literature published to date has focused on 
cities that have in some way implemented a healthy city policy or process.  
This research project uses a case study approach for the City of Lahore, Pakistan (which 
has not officially signed-on to participate as a WHO healthy city), to qualitatively explore 1) the 
extent to which urban plans explicitly or implicitly include healthy urban policies; 2) key 
stakeholder perceptions of barriers to and facilitators of developing or implementing health-
promoting urban plans and policies. It does so through 1) a content analysis of existing plans and 
its policies; 2) qualitative interviews with key stakeholders in the City of Lahore. Below, 
methods for each are described in further detail. As noted above, Lahore is currently creating its 
next master plan, which makes it an ideal city in which to ask these research questions given that 
many planners are currently considering the future direction of Lahore.  
3.6  Document Analysis/Content Analysis of Policy Documents 
This research includes a content analysis of Lahore’s existing policies and plans that 
analyzes the extent to which urban policies include (even implicitly) considerations of health. 
This method helped fulfill the second research objective. Initially, the research identified all 
current urban plans and policies for the City of Lahore, Pakistan. However, the theoretical 
framework used in this research is based on Giles-Corti et al.’s (2016) eight urban policy 
systems; therefore, the Integrated Master Plan of Lahore 2021 and the Lahore Urban Transport 
Master Plan 2030 were selected as the key documents for analysis because they are detailed 
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planning and policy documents that focus on all urban strategies. These plans for Lahore were 
then analyzed, based on the eight urban policy systems outlined by Giles-Corti et al. (2016).  
3.6.1. Data collection 
First, a Google Web search was used to identify all policy and planning documents. The 
following keywords were used: official plans, master plans, planning documents in Lahore, 
Pakistan. The planning documents IMPL-2021, Amended IMPL-2016, and Lahore Urban 
Transportation Plan-2030 were available on the official website of the Urban Unit (a private 
sector company owned by Government of Punjab).  
Documents were purposely selected to reconstruct a case (Flick, 2006:249). In total, seven 
documents were identified—two master planning documents and five other relevant policy 
documents:  
1. Lahore Development Authority Building and Zoning Regulations 
2. Lahore Development Authority Classification and Reclassification Rules, 2007 
3. Environment Protection Policy 
4. Integrated Master Plan of Lahore, 2021 (Volume 1, 2 & 3), amended in 2016 
5. Lahore Urban Transportation Master Plan (Volume 1 & 2) 
6. Punjab Development of Cities Act 
7. Parks and Horticulture Authority Act 
A total of two documents were selected for further analysis: IMPL-2021 (3 volumes), 
amended in 2016; Lahore Urban Transportation Master Plan (LUTMP-2030) (2 volumes). They 
were available on the official website of the Urban Unit and the Lahore Development 
Authority’s official website. 
3.6.2. Data compilation and analysis 
The step after document identification was downloading, saving, and reading through the 
documents to ensure that they were relevant. Giles-Corti et al.’s (2016) framework was used to 
construct a data extraction table in Excel. Specifically, each row represented a document, and 
each column represented one of the eight urban policy systems identified by Giles-Corti and 
colleagues as being relevant to health. Different sections/parts of the policies were then added to 
applicable cells in the Excel sheet. For instance, policies related to transportation were added to 
the transportation policy column. Whole documents were read through to determine where they 
aligned with Giles-Corti et al.’s (2016) urban system strategies. 
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The literature review highlighted key urban attributes of healthy cities; thus the 
documents were read thoroughly to identify whether these attributes are implicitly or explicitly 
related to health or if they have no or negative effects on the healthy city environment (see 
Appendix H). 
To identify differences between explicit and implicit outcomes of the policies, the eight 
urban system policies defined by Giles-Corti et al. (2016) were categorized according to explicit 
health outcomes based on WHO guidelines and healthy city criteria; other than these, policies 
that indirectly promoted health and the urban environment were considered implicit health 
outcomes: 
1. Transportation: healthy transportation policies include pedestrian and bicycle 
accessibility, policies for active transportation, policies for public transportation 
improvements, and policies for walkability, improved sidewalks and reduction in 
accidents; 
2. Social and health services: policies for improved quality of life, access to healthy food 
and environments, disease control, climate issues, efficient sanitation and drainage, 
access to safe drinking water, access to primary health care, safe routes to health services, 
coordination between different departments, proper waste disposal; 
3. Education: safe access to school routes, proper signage, toilet facilities, and good 
education standards; 
4. Employment and economic development: policies for safe access/routes, meeting 
employment needs of the population;  
5. Land use and urban design: policies for mixed use/compact development/completed 
streets, heritage preservation, renewal, environmental protection (control of air, noise and 
water pollution), planting trees; 
6. Housing: policies for affordable and quality housing; 
7. Public open space and recreation: policies for active and passive recreation; 
8. Public safety: crime free environmental design, safe neighborhoods. 
3.7  Key Informant Interviews 
After the content analysis, the next qualitative method used in this research was key 
informant interviews. This method was used to explore perceived barriers to and facilitators of 
developing or implementing health-promoting urban plans and policies in Lahore. Key informant 
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interviews are qualitative, in-depth interviews with people who are generally selected for their 
first-hand knowledge about the topic of interest and who are likely to deliver needed evidence 
concerning, ideas on, or insights into a research topic or issue (Podrabsky, 2006). The primary 
goal of key informant interviews is obtaining a description of perceptions and experiences rather 
than measuring aspects of the experience (Podrabsky, 2006).  
Key informants are representative of the overall population that may be affected by 
whatever issue is being considered, and because they are supposed to have the most knowledge 
of the subject matter (Lavrakas, 2011).  
Key informant interviews can be structured or semi-structured. Structured interviews 
contain a list of specific questions whereas semi-structured interviews contain open-ended 
questions with a free-flowing style (Kumar, 1989). The number of study questions should be 
kept to a minimum (Kumar, 1989). When study questions have been formulated, the next step is 
to conduct a review of information from the available records, published and unpublished 
documents, and statistical records (UCLA, n.d.; Kumar, 1989). Then, a conceptual framework is 
developed that shows the interrelationship between key variables (Kumar, 1989). The next task 
is to prepare an interview guide that lists the topics and issues to be covered during an interview 
(USAID, 1996). The quality of key informant interviews rests largely on choosing the right 
informants (Sherry, 1999). 
3.7.1. Participant recruitment 
Urban planners were considered key informants who have knowledge about Lahore’s 
master plans because their position requires them to prepare policies and implement them for the 
City. Their expertise in and knowledge of urban planning and planning documents allowed them 
to indicate whether they think Lahore has incorporated healthy planning principles into its 
planning documents, and what are the City’s barriers to and facilitators of healthy city planning.  
Key informants were recruited using purposeful sampling with follow-up snowball 
samping. This was done to obtain diversity in the sample that would reflect heterogeneous 
perspectives (Palinkas et al., 2015). Urban planners in the public sector were contacted through a 
contact person working in the public sector while private-sector planners were identified from 
the LinkedIn website. The second stage was snowball sampling, which was done to identify 
more people. This technique was adopted because the sample was dependant on expert 
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knowledge. Participants were asked to provide information if they knew someone else willing to 
participate and help answer questions (snowball sampling).  
In this way, validity and reliability of the data increase because answers are received 
from the specific informants who are knowledgeable about the subject under consideration and 
who give a holistic perspective based on each participant’s experiences.  
Semi-structured interviews with open-ended questions were used. The questions included 
in the key informant questionnaire were used to verify document analysis findings and to explore 
urban planners’ knowledge about healthy cities. See Appendix E for the key informant interview 
questionnaire. 
3.7.2. Participant sample 
The initial plan was to conduct 15 interviews, or until data saturation was achieved. Ten 
interviews from key informants in public- and private-sector urban planning and development 
organizations were conducted because saturation was achieved. The interviews were conducted 
by telephone and lasted 30 to 40 minutes (see Appendix E). Variation in the sample, i.e. the 
perspectives of public and private planners, provided different opinions and helped the research 
achieve significant depth. 
3.7.3. Maximum variation 
The sample group comprised five males and five females, of which five were working in 
public-sector and five in private-sector urban planning departments. Of all participants, four were 
directly involved in the new master plan preparations and related projects, and two were 
indirectly involved as stakeholders.  Five broad themes were identified during the interviews, 
which were then connected to the eight main themes of Giles-Corti and colleague’s (2016) 
framework. 
3.7.4. Key informant interview format 
A semi-structured interview guide with open-ended questions was used (see Appendix 
E). Urban planners in the private sector were contacted through social media sites such as 
LinkedIn and also through their public websites. A contact person in the public-sector 
organization agreed to send the recruitment-email information letter to urban planners on behalf 
of the researcher, to confirm that they wished to participate in the research study. 
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3.7.5. Ethics and role of the researcher 
Research involves ethical considerations. This study received ethics clearance from the 
Office of Research Ethics at the University of Waterloo (ORE #40881). There was deemed to be 
no risk to participants for their comments in the key informant interviews because the identity 
and response of all participants was kept confidential throughout the research. The emailed 
recruitment letter informed each participant of their right to withdraw from the study at any time. 
Verbal consent was then obtained from applicants and a feedback appreciation letter was sent to 
them after they participated. 
 Each participant received a copy of the final analysis for a verification and validity 
check. Permission was not required from employers because participant responses were based on 
their personal perspective of the City of Lahore. 
Study participants used a personal identifier (full name) on their consent forms. 
Participants were assigned an alphanumeric code. Because participants might identify 
themselves during the audio-recorded interviews, the original data set was treated as an identified 
data set with potentially sensitive information. As such, this data was encrypted using FileVault 
for a personal Apple computer and stored on a separate USB drive that was placed in a locked 
cabinet in my supervisor's office. 
Verbal consent was obtained during a telephone call and was recorded on a recording 
device. The emailed information letter sent to participants included notice that an audio 
recording is part of the interview process; no participants did not agree to an audio recording. 
Most of the key informants responded in Urdu, the official language of Pakistan. The recordings 
were line by line translated into English by the researcher. The interviews were translated by 
word. The information letter and interview questions were only provided in English. 
3.7.6. Analysis of data 
Respondents working in the public sector were part of the team preparing a new master 
plan for Lahore. The private-sector planners were not directly involved in the master plan 
process but all of them took part in stakeholder consultation sessions. Interviews were recorded, 
translated, and transcribed. Common themes, and barriers to and facilitators of healthy city 
planning for Lahore were identified and a spreadsheet was prepared on Microsoft Excel. Data 
were then analyzed and compiled in tables and charts on different themes representing whether 
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urban planners were aware of the WHO healthy city movement and what their opinions were on 
making Lahore a healthy and livable place. 
3.8. Rigour, quality and trustworthiness  
Steps were taken to ensure credibility and rigour in this research study. Rigour is defined as 
the process of creating the process of creating reliable research work that engenders confidence 
in the findings (Denzin & Lincoln, 2005). Whereas, trustworthiness is determined by the validity 
of research as it relates to the quality and transferability of results Dillion, 2003).  
 In qualitative studies, researchers demonstrate these abilities to ensure that their research 
is credible. To establish the quality of the research, the key informant interview guide was tested 
prior to conducting interviews to identify any problems. Then, interviews were conducted with 
urban planners/officials working in the City of Lahore. The interview questionnaire was tested 
with master’s students in urban planning in Lahore. Using these steps, the amount of time needed 
for interviews could be estimated. 
3.9.  Limitations of research 
The disadvantages of qualitative research are generally due to the extensive amount of 
labor required to develop findings and that findings are typically not generalizable (Plays & 
Atchison, 2008). In this study, the limitation is that documents and interview data for cities in the 
global north and global south are not directly compared. Also, this research is specific to the City 














4. Results and Findings 
4.1. Introduction 
Pakistan became a member of the WHO’s Eastern Mediterranean Region (EMR) in 1947. 
The country’s EMR office was established in 1960, after which the WHO provided technical 
support to the government. A network of healthy cities was also established under the WHO 
Regional Office with the purpose of strengthening health services and researching and 
addressing public health issues. Pakistan is highly vulnerable to hazards because of its lack of 
emergency preparedness; there is also a lack of research addressing preparedness and mitigation 
measures at the local level (Haq et al., 2018). In addition, Pakistan is deficient in health workers 
(WHO, 2006).  
Pakistan is currently working toward adopting healthy city criteria by registering the 
country’s capital, Islamabad, in the Healthy Cities Programme network of the World Health 
Organization (Niazi, 2017). Prior to that, Pakistan had one example of a healthy city project; it 
began in Quetta, the provincial capital of Balochistan, in 1995. By 1997, Quetta’s Healthy Cities 
project saw limited progress due to political instability in that city (Werna et al., 1999). Although 
efforts are being made, Quetta still has not achieved healthy city status due to this political 
instability. 
The case study city, Lahore, provincial capital of Punjab, is a hub of civic and business 
opportunity that is confronting simultaneous rapid urban expansion and rural urban migration. 
The City of Lahore has entered into a new era of community development and planning. It was 
selected as the location for this case study because it represents an area that has shown extensive 
change in population density and growth. According to UN Habitat (2003) and Urban Unit 
Lahore 2006, 45% of Lahore’s urban population lives in slums that have poor municipal 
services.  
The first part of this chapter discusses findings from content analyses of Lahore’s master 
plans that assess the extent to which urban policies include (even implicitly) considerations of 
health (sections 4.2 to 4.5). The second part of this chapter reports on findings from the key 
informant interviews and describes the extent to which participants think urban policies in 
Lahore’s existing master plans include the consideration of healthy city principles (sections 4.6 
to 4.11). Section 4.12 summarizes key findings described in chapter 4.  
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4.1.1. Policy transfer versus policy mobility 
As noted regarding the theoretical approach of this research, policy transfer is an outdated 
concept. For instance, the City of Vancouver is a healthy city based on all guidelines (2015-
2018), which include the strategies that envision a healthy city. One of the strategies included in 
the City’s plan is active living outdoors. The goal of this strategy is to engage all Vancouverites 
in active living and in their incomparable access to nature. If we transfer this policy directly to 
our case study city, Lahore, it would not be applicable because it would be hard to provide 
residents with a park within a five-minute walk that is accessible and has quality and diverse 
amenities, resource management and best horticultural practices since the City of Lahore has 
limited resources.  
Instead, the policy can be mobilized to offer a vision of society (and policymaking) as a 
multi-scaled, emergent social process. A mobilized policy can be used and adapted for Lahore’s 
context. This approach focusses on, among other things, the various ways in which humans are 
mobile, how people mobilize various objects, and how technologies—whether mobile 
themselves or fixed in place—facilitate movement (McCann, 2011). For instance, for Lahore, 
there are issues around security in parks and open spaces that must be prioritized. Vancouver’s 
strategy can be modified to provide safe and equitable access for residents of Lahore to enjoy 
active living and being outdoors. 
4.2. Description of analyzed documents 
Two master plans were identified using a Google search: The Integrated Master Plan of 
Lahore (IMPL-2021), prepared in 2005 and later amended in 2016, i.e. the Amended Master Plan 
of Lahore (AMPL-2021); the Lahore Urban Transportation Master Plan (prepared in 2012). The 
IMPL-2021 was amended in 2016 when the jurisdiction of the Lahore Development Authority 
(LDA) was increased at the Division level to include the districts of Kasur, Nankana Sahib and 
Sheikhupura; this amendment was designated AMPL-2021. Nothing changed in the master plan 
document except a notification of amendment (see Appendix G) stating that the three districts 
named above would now be under the control of the LDA; therefore, only the AMPL-2021 was 
included in the analysis. 
The proposed framework of the master plans did not include a specific role for the 
Development Authority in the implementation of the plan. The role of the Development 
Authority is important because it is the governing and implementing body. Also, the master plan 
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was not updated, which is a major issue, because when the IMPL-2021 was prepared, there were 
only six towns. At present, there are nine towns comprising Lahore and the jurisdiction of the 
Lahore Development Authority has increased to the division level with the inclusion of the 
Nankana Sahib, Kasur and Sheikhupura districts.  
The LUTMP-2030, prepared in 2012, comprises two volumes. The first volume contains 
primary information about the situation that exists in Lahore; the second volume describes the 
priority action areas and focusses on providing an efficient public transportation system, i.e. a 
plan for efficient public transportation that increases road capacity and traffic management 
(through junction re-design, parking management, and pedestrian and bicycle lanes). In short, the 
plan proposed multi-model interchanges for light rail transit (LRT) and separation of non-
motorized and motorized Lahore traffic. To confirm that all documents had been identified, a 
question was added to key informant interviews to confirm that all appropriate documents at the 
local level had been obtained.  
4.3. Health analysis of plans 
The principles and guidelines outlined by the WHO helped in exploring a deeper 
understanding of the texts, while the conceptual framework (eight urban system policies) 
developed by Giles-Corti et al. helped in understanding the connections between healthy built 
environments, urban planning and health. Consequently, findings from this analysis are 
underpinned by the literature search, theoretical framework, original research objectives and 
informant responses. 
The selected master planning documents include policies related to public health, 
education and urban design. The IMPL-2021 and LUTMP-2030 include secondary data on 
employment, health and educational institutions, and identify future demands in these sectors. 
The policies do not promote or identify accessibility issues; for instance, designs for safe routes 
to schools are not prioritized in the plan. These plans also miss the connection between active 
modes of transportation and how they can be integrated into modes of travel, for instance, 
developing provisions for safe bicycle parking at health, educational and other institutions.  
According to Giles-Corti et al., (2016), urban design (e.g. sidewalk design, streetscapes, 
etc.) and distance to transit determine the quality of the built environment. In the studied plans, 
the health and built environment connection is missing in education, health and urban design 
policies. For example, instead of policies that could provide direction in these areas, they merely 
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depict the existing condition of the city. There are no goals for improving the quality of the built 
environment, for instance through promoting compact communities, completing street designs, 
or providing safe routes to schools or toilets in the washrooms. As far as public health is 
concerned, plans do consider air and noise pollution issues, but the policies are not explicit, nor 
do they explain how to overcome these issues.  Instead, they focus more on road construction 
projects to reduce the traffic congestion issues in the City. 
Analysis of the IMPL-2021 shows that it was mainly prepared based on secondary data 
such as the 1998 Census Report, a socio-economic survey of Pakistan.  Section 3.0 of Volume 
1of the plan states that, the only primary data collected is through consultative meetings, 
workshops and discussions with elected public representatives, professionals in private and 
government sectors. This information was outdated even when the plan was prepared in 2005 
and lacks strategies for providing people with healthy living conditions.  
 The plan includes affordable housing strategies to address the expansion of slums and 
squatter settlements in Lahore but lacks explicit or implicit policies that encourage healthy or 
higher quality city dwellings. The IMPL-2021 does focus on the provision of basic infrastructure 
facilities like water, sewer systems and drainage, but how they will be provided, maintained and 
implemented to ensure that people have some quality of life and health is missing from the plan. 
 The plan explicitly mentions the need for parks and recreation facilities in the City and 
acknowledges their importance, but there are no specific examples of how the City intends to 
maintain its open spaces or how to make open spaces safe and accessible for people. 
The IMPL-2021 identifies key issues that need immediate attention: 1) land management 
and housing; 2) traffic and transportation; 3) sustainable living environment; 4) urban 
governance; 5) finance. It is interesting to note that improving community health was included in 
the implicit objectives and guidelines of both plans, which could, if interpreted and implemented 
successfully, result in a healthier city. Absence of the explicit consideration of public health in 
the goals, objectives and vision of these plans provides an indication that healthy urban planning 
is not on the City’s planning agenda. In short, that agenda does not emphasize creating 
opportunities for active transportation through infrastructure and land use policies or creating 
diverse and compact communities with access to educational institutions, parks and recreation. 
Enhancing the health of the community is referred to only a few times in Lahore’s master 
plans. The plans do identify issues related to healthy urban planning (i.e. they implicitly address 
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health concerns). For example, the separation of industrial land use from residential use 
implicitly takes into consideration health and urban planning. These issues, if explicitly 
addressed through policies and strategies in terms of design guidelines, recommendations and 
goals, could result in healthier community practices.  
The plans identify issues present in Lahore at the time they were prepared, but these plans 
were not revised. Study findings regarding the plans are not generalizable to the more urbanized 
Lahore of today, which is facing many issues such as poor-quality air and housing, 
unemployment, and poor infrastructure.  In addition, the IMPL-2021, Volume 2, identifies 
funding issues: “[…] the public sector is unable to provide finance. Activities of local authorities 
are hampered due to weak revenue base, unsound budgetary process and delay in release of 
funds by government” (IMPL-2021).  
The IMPL-2021 provides future growth calculations, up to 2021, in various sectors such as 
population, housing, health, education and employment. It recognizes that, since each sector has 
varied and acute problems, it would be difficult to prepare a prioritized list. Most of these issues 
are interrelated and would need concurrently implemented solutions. 
4.4. Summary of elements and findings from IMPL-2021 (AMPL-2016) 
The major issues identified in the IMPL-2021 (AMPL-2016) summarized within the 
Giles-Corti and colleagues (2016) framework (see Appendix H) include: 
1. Transportation: congestion, pollution, poor road design and management, inadequate 
parking, encroachment on major roads, on-street parking, lack of professional and 
technical manpower; 
2. Social and health services: the major diseases in the City are diarrhea, dysentery, acute 
respiratory infections and scabies, problems include inadequate primary health care, 
increased population, deficient management, malnutrition, inadequate and poor water 
supply, lack of inter-sectoral coordination, inadequate funding and manpower, waste 
water disposal, improper waste disposal, no waste water treatment facility, and no laws 
that control medications.  
3. Education: 22% of school buildings were satisfactory but lack toilets, electricity, 
playgrounds and libraries, higher education operates on a budget deficit, poor education 
standards due to high demand; 
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4. Employment and economic development: shopping centres located along busy and 
congested roads make conditions unsafe for pedestrians, encroachment by vendors, lack 
of cohesive policy, overlapping functions, lack of coordination, misappropriated funds, 
weak management, lack of technical/professional knowledge, deficient accountability; 
5. Land use and urban design: graffiti, neon signs, electric cables, encroachment, depleted 
housing, fragmented urban development, control by a number of authorities/agencies 
with overlapping functions, political and private pressure groups, bureaucracy and 
ineffective enforcement, conversion of agricultural land to other uses; 
6. Housing: population increase causing shelter problems, illegal subdivision of agricultural 
lands resulting in squatter settlements; 
7. Public open space and recreation: need to provide active recreation for youth, need for 
equitable recreational facilities and spatial distribution; 
8. Public safety: fire alert system lags behind Lahore’s needs. 
Lahore’s master plan can be considered a land use plan that provides details about the 
existing situation of the City and recommends future scenarios, up to 2020. According to the 
World Bank (2015), the master plans typically shows connection between buildings, social 
settings, and their surrounding environments but the 2016 amendments to the IMPL-2021 only 
provide a new land use map that includes three more districts (as described in the sections above) 
and these connections seemed missing. Master plan policies mainly generate implicit health 
outcomes but some of them are also explicit. For instance, for the transportation sector, the plan 
encourages providing safety for pedestrians and cyclists, providing public transportation 
services, and extending routes.  These can be considered explicit policies of the plan. On the 
other hand, the plan also prioritizes widening roads and grade-separated facilities that could 
combat congestion.  
Road construction to accommodate the increasing number of motorists does not have any 
explicit health outcomes but the implicit health outcome may be reducing short-term congestion 
on one hand and increasing smog and sedentary behaviour on the other hand. Similarly, the plan 
encourages driver training, vehicle safety tests, and the allocation of funds for road safety, which 
would result in explicit health outcomes such as a reduction in road accidents—but the plan does 
not include any strategies to achieve them. 
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As IMPL-2021 is Master Plan for Lahore therefore it includes the information about 
different urban sectors such as health, education, environment, transport etc. Lahore’s social and 
health services sector, policies predicting an increase in the existing number of hospitals, clinics 
and dispensaries are forecasts based on data from the 1998 Census. These projections were even 
outdated at the time the plan was developed because primary data was not collected. The plan 
also encourages training health personnel, which can have explicit health benefits.  
The plan encourages developing measures to protect the environment that safeguard 
against air, water, land and noise pollution. To accomplish this, it promotes an effective legal and 
institutional framework, planting trees, ensuring a potable water supply, improving drainage 
systems, and preparing storm water and solid waste management plans. The plan also encourages 
decentralization, accountability and community participation, with an increase in coordination 
between different departments; involvement of local councils, NGOs, and the private sector have 
explicit and implicit health outcomes. 
The plan aims to enhance the education sector by equipping it with the required 
infrastructure. Education is the provincial government’s responsibility; thus, the plan encourages 
the provincial government to prepare an action plan that confronts issues faced by educational 
institutions; there is no implicit or explicit description of health outcomes in these policies. 
Concerning employment and economic development, the plan’s policies aim to increase 
commercial and trade activities to meet the demands of the population and reduce unemployment 
by enhancing the potential for employment. These policies do not have any explicit health 
outcomes, but an implicit health outcome could be a reduction in stress levels that can lead to 
less mental illness and heart disease. 
One of the major objectives of the plan is to anticipate and reduce unplanned urban growth. 
Therefore, it promotes infill development. Strategies mentioned to accomplish this are dual 
markets, land pooling and land re-adjustment techniques. The plan also identifies areas for 
renewal as well as proposes the approach and methodology for preserving cultural heritage, 
upgrading katchi abadis and protecting riverbeds, and separating incompatible uses with strict 
land-use implementation. If implemented, all of these strategies generate explicit health 
outcomes. 
The plan proposes subsidized housing for the poor using cross subsidies, incremental 
infrastructure, smaller lots and taxes. The plan also includes a typical layout for low-income 
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housing schemes, encourages environmental management planning, and requires mandatory tree 
planting; these measures would be undertaken for all new and existing housing schemes with the 
involvement of citizens. Such policies can result in an increase in the quality of life for residents. 
Thus, they can be considered to have explicit health outcomes. 
The plan supports the significant role that open spaces play in responding to the recreational 
needs of residents and it places 80% of the responsibility for providing recreation areas on the 
private sector. It does not mention active or passive recreation or strategies for incorporating it in 
the City. Therefore, health outcomes will not be analyzed. Last, the plan does not include any 
major policies or strategies for public safety. 
4.5. Summary of elements and findings from LUTMP-2030 
The LUTMP-2030 is a transportation plan. Therefore, it includes policies that relate only to 
the transportation sector (see Appendix H for detailed findings). The LUTMP-2030 identifies 
Lahore’s major transportation issues as follows: 
• High pedestrian fatalities; 
• Inadequate walkways and cycling routes; 
• Poor project implementation, limited funding, encroachment, lack of road classification, no 
laws for pedestrians, cyclists, animal-drawn carts and hand-pushed carts, and illegal parking; 
• There are many gaps and considerations missing in the National Transport Research Centre 
(NTRC) Manual for Signs e.g. work zone areas and signage for school children. 
The plan identifies explicit policies to address these issues, as follows: 
• Emphasizing the importance of traffic management, road safety, comfort and urban 
environments;  
• Encouraging integrated land use and urban development with transportation and 
environmental management such as bus terminals that serve as connecting facilities for inter-
city passengers; 
• Managing parking, pedestrian/bicycle path development, and other cost-effective traffic 
management measures; 
• Establishing a new organizational setup that makes decisions on various transport projects; 
• Encouraging the government to develop mandatory safety audits to ensure road safety for 
road users, and framing regulations and rules under proposed road-safety legislation such as 
rules for operating road vehicles, legislation on compensation, speed limit regulations, 
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defining the responsibilities of pedestrians on roads, procedures to follow in the event of 
accidents, and allocating a budget for community education to change driving and road-user 
behaviour; 
• Developing strategies that address a combination of minor road improvements, junction re-
designs, and the increase in road capacity. 
The LUTMP-2030 states that only 70% of the total waste from the City is picked up. It also 
indicates that the seven priority diseases as diarrhoea, dysentery, respiratory infections, malaria, 
and scabies, yet Lahore has a small number of primary health care facilities. Secondary and 
tertiary road/drainage networks in lower-income areas of the city have been neglected and 
become impassable for pedestrians and vehicles in the rainy season. 
The plan encourages the city government to develop area-wide, computer-based transport 
planning models within the framework of overall city land use planning and to invest in research, 
development, educational programs and utilization of cleaner energy to reduce vehicular tailpipe 
emissions and improve air quality. It also states that the local government should ensure that 
environmental impact assessment is an essential component of transport and land use structure 
planning. 
Due to urbanization, Lahore also faces a severe shortage of housing. The majority of housing 
units comprise two to three rooms, with three inhabitants per room, on average. Such household 
congestion is attributed to the high density in urban areas of Lahore. Insufficient housing is the 
reason that the katchi abadis have developed. “The living conditions in Katchi Abadis does not 
support life and those who are living in slum areas are vulnerable to unhygienic environment and 
extreme weather conditions. They are deprived people who do not have enough resources to 
maintain the health of their children” (PCEMF, 2011). 
Health outcomes for the community are explicitly and implicitly stated in some strategies 
found in both the IMPL-2021 and LUTMP-2030, and there is mention of only an insignificant 
number of goals, recommendations or design guidelines that could result in a healthier city. For 
instance, increasing access to basic services, providing safe access to routes in the busy City of 
Lahore, ensuring easy and safe access to health care—in general, expanding public safety—are 
not mentioned in the plan.  The intent of the IMPL-2021 was to create a detailed land use plan 
with strategies for the future growth management of the City, with the major focus on the 
transportation sector. There are no clear goals for healthy transportation strategies or land use 
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policies, which indicate that the plan does not create any connection between urban health, built 
environments and urban planning. 
To some extent, the LUTMP-2030 emphasizes the promotion of sustainability and 
improvements to the transportation sector. It encourages creating opportunities for public 
transportation and improving transportation infrastructure, which can improve public health. 
Thus, the inclusion of sustainability indicates an awareness of the connections among urban 
health, built environments and planning, as well as intentions regarding improvements. 
Both plans recognize the burden on transportation infrastructure caused by rapid 
urbanization. Neither master plan provides explicit directions on how to promote or introduce 
healthy transportation in the City. There are a few references indicating that active transportation 
and health should be encouraged, but there are no policies or strategies for creating and 
maintaining pedestrian or bicycle infrastructure, sidewalks and efficient public transportation.  
Giles-Corti et al. (2016) suggest that active transportation can be encouraged by creating 
safe, attractive neighborhoods and safe, affordable and convenient transit systems. These 
interventions create healthier, sustainable and more compact cities by reducing traffic levels, 
environmental pollution, noise and crime. According to Pucher et al. (2010), active 
transportation reduces NCDs such as heart disease, diabetes, gall stones and some cancers. Malik 
(2013) contends that the major focus of IMPL-2021 is on the construction of roads and bridges; 
public transport, bicycles, rickshaws and horse carriages are considered affordable and 
convenient modes of travel in the City (Japan International Cooperation Agency, 2011). 
However, much pressure is placed on infrastructure, and facilities for walking and bicycling are 
inadequate to non-existent (Aslam et al., 2018). 
Aslam et al. (2018) conducted a study to measure bikeability or cyclability in Lahore. The 
findings of the survey reveal differences in decisions about and perceptions of bicycling by 
comparing high-income countries and the global south. People in low-income countries use 
bicycles as a mode of travel because they have less income while, in high-income countries, 
cycling is not related to income status but to healthy lifestyle and active living. The plans 
reviewed in this study do not take into account the accessibility/mobility issues of the community 
and future travel demand requirements, which is a major gap in current plans. 
The LUTMP identifies weak inter- and intra-departmental coordination, with no system 
in place to keep data up-to-date. There is also duplication in the existing data; the same data is 
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collected by different agencies and consultants and is not shared with other departments. In 
addition, the plan shows that the government is least interested in public transit projects like 
LRT, and the Transportation Planning and Engineering Agency (TEPA) did ad-hoc planning 
without considering the needs of the City.  
Lahore’s transportation system is burdened, and the government has failed to provide 
efficient and effective public transportation due to lack of planning and governance, corruption, 
inefficient land use, and conceiving of motorized vehicles as a status symbol (Masood et al., 
2011). For instance, the plan refers to pedestrian and bicycle lanes but there are no design 
guidelines or strategies for how to implement these broad-level policies. Transportation impacts 
on people’s health are not analyzed and disease burden is not identified. 
4.6. Key informant interview findings: Integration of the healthy city concept in 
the City of Lahore 
Interview participants were unaware that Pakistan is a WHO-EMRO Member State and that 
the WHO has primary health care programs in the region; none had heard of this before their 
interview. For instance, when asked about the WHO healthy city movement and its 11 criteria 
and guiding principles, one participant said: “I have heard about the WHO in health sector but 
the 11 healthy city criteria I do not know anything about them (Participant 2, private sector).” 
Another participant said: “No, I don’t have any idea (Participant 4, public sector).” A second 
public sector participant was unaware of the concept but seemed open to considering how health 
and planning are linked:  
We have never studied about this, not as a town planner. Now you have talked about this 
and have brought up this issue. I think there is need to study this relationship although we 
have never studied any kind of any planning issues that are happening in other countries, so 
I do not know what type of health. (Participant 1, public sector) 
 
Although the recruited participants were not aware of the WHO healthy city movement, or 
of the WHO definition of health and its guidelines, when asked what they think healthy urban 
planning is they had their own definitions. None of the participants were aware of the definition 
and meaning of “healthy city” as defined by the WHO. Participant 1, for example, gave an 
interesting response that indicated a very different understanding of “healthy city” than the WHO 
definition: 
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No, I do not know about this. However, one thing we have planned to do, not started yet but 
we are coming to the computerized system of building plans approval process with the help 
of World Bank. I do not know if it is related to your thesis, but you talked about World 
Bank, so I remembered this. Ok you can take it in healthy perspective, as there are all paper 
records in our office so there is danger of fire, so this prevents such issues and we have 
installed the fire extinguishers. This was result of the previous fire in LDA plaza and they 
changed the commercial bylaws. Is it related to health?  (Participant 1, public sector) 
 
In another example, while Participant 2 had not heard of the WHO healthy city movement, 
they identified access to healthy food and healthcare as important parts of a healthy city:  
Health is an important part of urban planning because if citizens do not get healthy food and 
the people are not given their basic need - food - then there is no planning for them. For 
instance, if a city lacks hospitals or if in a metropolis, there are so many hospitals and the 
satellite towns surrounding that metropolis has no facilities then it increase the population 
migration scope due to which the target population for which you have planned that 
metropolis is failed. When more people will be coming, then your urban planning will 
become weak and fail. Therefore, there is a strong relationship between health facilities and 
all this. (Participant 2, private sector) 
 
Despite being unaware of WHO work on healthy cities, some participants spoke about the 
direct relationship that health and urban planning have. “Health and urban planning have 
foremost relationship. If your people are not healthy your cities cannot be healthy that is it.” 
(Participant 5, private sector) 
Some participants responded that a healthy city means an active city where people are safe, 
have healthy food choices and the urban design of the city is healthy. Participant 9 summed up 
diverse mechanisms by which urban planning can affect health:  
Urban planning is health, beauty and convenience. The principles of urban planning falls 
under this. Therefore, the healthier the environment is the better urban planning is. If there is 
no urban planning like in slums, where there are no roads, infrastructure, sanitation health 
will suffer because it is not planned creating health and sanitation issues, ponding issues 
creating mosquitoes, no parks creating lungs issues due to poor air quality. As Lahore is 
expanding due to urbanization, the sustainability has ended. Mortality rate is increasing, and 
all this is lack of planning. If there is planning, then there is no implementation. (Participant 
9, private sector) 
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Overall, many of the participants were well aware that there is a connection between health 
and urban planning, and they acknowledged that healthy planning practices should be adopted 
and implemented.  
4.7. Key Informant Interviews: Planners’ perceptions of Lahore’s current built 
environment and health issues 
4.7.1 Urban Health Priorities in Lahore 
 
Planners were also asked about the most important urban health issues facing Lahore’s 
growing population. Four private- and three public-sector planners view current built 
environment issues as the result of water contamination and the increase in smog. The IMPL-
2021 and the AMPL-2021 do not address this or suggest any policies for improving air pollution 
to tackle the smog issue.  
Yeah right, first one and the most is I find the water issue. The drinking water issue is the 
foremost issue for me. Second, one would be the smog, which we experience each year in 
almost September to perhaps October or mid-November. Third, one would be high heat 
waves during mid- June and July. Fourth of course, the air pollution that we experience 
throughout the year. (Participant 5, private sector) 
 
Participant 4 was of the view that pollution and de-vegetation due to urbanization created 
issues affecting urban health:  
Usually I see the issue of pollution. Pollution is causing many health issues especially in 
Lahore due to rapid urbanization. Many people have come to Lahore and lived here, and 
Lahore is expanding quite a lot and due to this. There are issues of congestion and emissions 
from cars that cause very bad living environment, only one percent of Lahore is covered 
with trees, and as we see, Lahore is going through many environmental issues, so the health 
is certainly linked with environment. (Participant 4, public sector) 
 
Another participant, thought seemingly unsure about its relevance to health, responded that 
de-vegetation was very problematic for Lahore’s population:  
Ok. First, I think the de-vegetation here. I do not know if this is related to the topic. 
Nevertheless, de-vegetation due to massive a very massive extension of Lahore. 
Uncontrollable extension, private scheme, too much development, road infrastructure and 
urban growth has led to de-vegetation. I do not know that is related to health or not but that 
is related to environment. (Participant 1, public sector) 
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One participant had a unique perspective and suggested that Lahore’s built environments are 
unhealthy due to their contribution to poor mental health, which results from the fast lifestyle and 
urbanization. This has increased competition to achieve more, so people have no time to take 
care of themselves. 
I think certainly, there are many such issues but the one that I would keep on the top would 
be the psychological depression we face by living in such urban areas of Pakistan. The 
second one would be you know fatigue related issues, back ache, migraines’ these kinds of 
things because the life is very fast you don’t get much time to look after yourself. 
(Participant 3, private sector) 
 
Most participants viewed lung health as the most important health concern because smog is 
so prevalent in Lahore.  
I think with the increase in the pollution and as Lahore is a Metropolis with increase in 
pollution, we can see the issue of smog due to which there is issues of breathing which are 
affecting the lungs” (Participant 5, private sector). 
 
Diseases, yeah diseases. The de-vegetation is causing lot of smog issues in Lahore 
especially in October November extreme smog, the visibility is so high you cannot see 
anything” (Participant 1, public sector) 
 
The issue of smog is not new for Lahore. For several years the City has been facing this 
issue but there have been no measures taken or policy changes, or amendments made to the 
master plan to address the issue.  
4.7.2 Urban Health Equity 
Participants were asked about the underserved population in Lahore. This question was 
asked because major health issues are faced by the underserved or low-income residents in the 
community and improving health equity is an important pillar of the healthy city strategies. Low-
income people living in older, inner-city areas were identified as underserved people having 
fewer facilities and a low quality of life.  
I think Walled City [the oldest, central part of the city] in my opinion. Maybe not much but 
what I have seen the living conditions are so poor similarly downtown area where roads 
infrastructure is available, but quality of life is so poor” (Participant 1, public sector). 
 
Most of the underserved population is the lower and the middle income and they live in the 
centre of the city. Because city is developing on the southern side (Participant 8, public sector). 
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One participant recognized that household income and geography are related, but as a 
planner, framed their comment in terms of geography:  
I would not rate it on the level of income I would rather rate it on geographical level. The 
older Lahore is mostly the northern part of city, that is under served in the capacity of both 
the income, the level of services the level of quality of life (Participant 3, private sector). 
 
Although the master plan includes strategies for affordable housing in developing areas of 
Lahore, strategies that increase the quality of life in existing underserved residential areas are 
currently not included in planning policies. 
4.7.3 Community involvement in Planning and the Promotion of Urban Health  
Participants shared diverse opinions about the extent to which Lahore residents wanted to 
and were able to contribute to planning decisions to improve health. Eight of the ten participants 
held the view that a community should be involved when decisions are being made about their 
area of the City. “Right, yeah, definitely community should be involved because at the end of the 
day they are the one who are going to embrace it and use it for themselves” (Participant 7, 
private sector). Another participant reflected on the ubiquity of technology and how it offered 
new tools to engage with the community for decision-making.  
Nowadays, even common person is so educated because of the IT advancement that if you 
ask anything, he can give you a proper answer. You cannot say now the human error. It is 
reduced nowadays. Therefore, you can rely on the information solely. So, ask the 
community willingness to participate and how they want to participate. Now we have so 
much educated people they are so much concerned about their health, their city’s health and 
are willing to spend extra on that” (Participant 3, private sector). 
 
Two participants hold the view that the community should be involved but not too much 
because they can affect the decisions of the urban planners, who are experts in the field, and 
because community members want decisions to be in their favor. 
When it comes to community and the preparation of the master plan, I would suggest that 
master plan should not be restrictive. One thing is that the community is not qualified 
always for instance, if you try to come up with strict land use planning for the community 
that might rather cause a public anarchy. In addition, when we talk about communities, they 
are always talking about their own benefits in some way. If you try to make policy in such a 
way that in certain community, where you are trying to give new road network on the land, 
then the owners of that land certainly be privileged, and their land prices will increase as 
compared to other ones. Therefore, the public might be agitating thinking you might be 
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giving some advantages to one part of the community and not the other. (Participant 3, 
private sector) 
 
Community participation is a very important tool that should be used in planning but 
unfortunately, it is wrongly used. On case of Lahore, we can see this. LDA involve people 
through public notice and public hearing. However, people instead of bringing forward the 
real issues or giving input on that their focus is that their lands should be added to the 
residential zoning so that they can develop housing schemes on that. So, people think for 
themselves, with limited vision they give input. (Participant 6, public sector) 
 
There was a difference of opinion, although the majority of respondents agree on having 
community involvement in the planning process because residents are directly affected by the 
decisions of the planners. Participants were also asked if they think the community was involved 
in the previous plan or will be involved in preparations for the new master plan. “No, no, nothing 
at all. I do not think there is such kind of involvement” (Participant 1, public sector). 
All respondents hold the view that the community had not been involved in the planning 
stage and only Participant 8 emphasized that the community was involved after the draft of the 
master plan was prepared. Participant 8 also emphasized that the LDA is receiving input from 
different stakeholders for the preparation of the new master plan for 2040. 
For 2040 master plan, we are at public and stakeholder consultation stage. We have 
involved [NAME] (Head of National College of Arts, Lahore and architect in private 
practice) (architect and environmental planner in private sector), urban unit, [NAME] (an 
environmentalist) sort of environmentalist which speak against the master plan and what we 
have done. (Participant 8, public sector) 
 
The WHO recognizes the importance of community involvement in the planning-to-
implementation stages. This is one of the most important principles of the healthy city concept. 
The literature highlights the finding that in Lahore, planners who participated in this study were 
not fully committed to public participation in plan development or implementation and tended to 
prefer a top-down approach to planning practice. The key informants highlighted this fact, noting 
that communities were not involved in the planning stage of the master plan, and that while some 
consultations are currently underway with experts in Lahore, broad community involvement is 
not a priority.  
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4.8. Key Informant Interviews: Planners’ perceptions of the capacity of Lahore’s 
existing master plan to promote healthy built environments 
The majority of participants thought the existing policies of the master plan do not 
promote healthy built environments. “I don’t think anyone thought about this, they think to make 
roads and how to accommodate the people only because you know Lahore is growing so rapidly” 
(Participant 8, public sector). 
Only one participant found that existing policies implicitly promote a healthy built 
environment.  
There are two-three indirect inferences on how master plan would try to address health 
issues for example, when it comes to sort of separating land uses from each other like 
separating residential from industrial and proposing or restricting some development along 
the river Ravi. These kinds of indirect proposals might be related to somehow health 
considerations. (Participant 4, public sector) 
 
It is important for the concept of city planning to include the principles for achieving a 
healthy urban plan. As noted above, the content analysis of Lahore’s plans found that some of 
the policies implicitly affected health but there were no policies that involved explicit 
considerations of public health. This was confirmed by the participants’ responses. 
4.9. Key Informant Interviews: Existing policies—success or failure? 
Planners in the public- and private-sector held the view that the existing policies have not 
been successfully followed mainly because there is a lack of implementation and flexibility in 
the plans. “I think the old master plan was not followed ultimately it was not successful. There 
were many issues in that master plan there were many issues regarding the implementation of the 
Master plan” (Participant 6, public sector). “These plans need to be flexible, need to be dynamic 
and need to allow future generations to decide whatever they want to do. It should not be that if 
somebody decided for you twenty years back and the technology is changing, and trends are 
changing even than you have to abide by what has been decided earlier” (Participant 9, private 
sector). 
Only one urban planner from the private sector holds the view that the existing plan for 
2021 is a very good master plan, and that poor implementation of its policies is the reason 
Lahore has expanded without proper management. 
The one opinion on this, which we got from the stakeholders or when we accessed it 
ourselves, one thing comes forward that the master plan of 2021 was a very good master 
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plan. In that, our consultant was [NAME]. The studies were extensive. It gives Lahore 
growth direction. It also includes many detailed components. However, after that the 
implementation framework I mean there was lack of implementation. There was no 
coordination between different departments. (Participant 2, private sector) 
 
Implementation is the final and most important stage for the success of any planning 
document. As mentioned in the literature review, planning should be flexible enough to support 
groups at each and every income level. The major reason for a plan’s unsuccessful 
implementation seems to be its rigid policies. 
4.9.1 Inter- and intra-departmental coordination 
All interview participants, whether from the public or the private sector, held the view 
that inter- and intra-departmental coordination is very poor in Lahore. It is very difficult to get 
data, which results in duplication. They hold the view that if there is good coordination among 
the different departments, fewer resources will be used. “No, there is very little coordination 
between the departments. It took so much time to get the data” (Participant 1, public sector). 
“No, I cannot rate it. It is very difficult to get the data from different department. You have to go 
through proper channel, and it involves red-tapism” (Participant 2, private sector). 
An interesting thing to note here is the opinion of one of the private-sector planners who 
previously worked in the public sector. He mentions that although coordination between the 
departments at local and regional levels is very poor, when it comes to the bigger projects, e.g. 
from the World Bank, every department is willing to coordinate and provide the required data. 
While working in LDA I was working on a project, which was basically a project of 
World Bank. It is very interesting to note, that when we all went to meeting with other 
departments as focal person, whichever data that World Bank required was being 
provided to them. I mean the focal person from each department provided them the data 
it was not an issue at all. However, when it comes to normal issues and normal 
coordination, we all know that it is very poor, and people will not coordinate in efficient 
way. (Participant 5, private sector) 
 
Participant 5 did not speculate as to why day-to-day coordination was so poor when it 
was clear that departments had the capacity to coordinate more efficiently (as was the case with 
the World Bank project).  
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4.10. Key Informant Interviews: Planners’ perceptions of the facilitators of and 
barriers to the implementation of healthy policies in Lahore 
4.10.1 What are the issues facing planners? 
Participants identified various issues that they face working in the field. These issues 
include political pressure, pressure from the community or stakeholders to prepare plans that 
favor them, lack of coordination between different departments, and lack of funding. For 
instance, Participants 1 and 7 said, “I have a general point of view and I think political and lack 
of finances are the issues” (Participant 1, public sector); “Yes, finance issues are at national 
level” (Participant 7, public sector). 
One participant held the view that funding is not a major issue but that the major issue is 
trust; people do not trust the political leadership regarding finances, and this ultimately results in 
funding and resource issues.  
I will not say lack of finances as I told you before that being public, we are so concerned, 
and we are ready. If we have trust on political and governing body. Actually, we are dealing 
with the trust issues with our leader so there is a need to have changes in the political setup. 
Other issues are deemed useless in front of it” (Participant 4, public sector). 
 
Similarly, urban planners feel political pressure to make decisions in favor of certain 
sectors. 
As an urban planner, we make policies but when implementing those policies, we face 
political pressure. For instance, we have to ensure that there is a hospital in the development 
or special zone for health but more pressure on us is that to develop it as a housing scheme 
and make a project where we get more saleable area. (Participant 2, private sector) 
 
Participants were facing political pressure and modernization, which they perceived to 
result in rigid policies, and impacts their decision making. 
4.10.2 Willingness to Adopt Healthy City Planning Practices 
Participants were willing to adopt healthy city planning but wanted those principles to be 
part of their education.  
We have not studied about the health and urban planning issues. As an urban planner, we 
should be taught about it in our universities so that we would apply them in our profession. 
If we do not have the knowledge about healthy city how can we incorporate it?” (Participant 
1, public sector). 
 65 
In addition, planners hold the view that, although they are willing to adopt healthy city 
principles, more public knowledge from media sources is necessary because the perceptions of 
urban planners are old and are influenced by factors such as community participation and 
political will. “Yeah, I think highly, in this I would not say high and the perception is changed 
and why I am saying is that media is not saying about planning” (Participant 3, private sector). 
 
4.10.3 Community challenges as a barrier to action 
Almost all participants indicate that not having safe and secure access to parks and open 
spaces is a challenge facing communities, and one that creates a barrier to implementing healthy 
city policies and practices. According to participants, drug addicts frequent these spaces and 
women do not feel safe alone or with children, especially in low-income neighborhoods. 
I will tell you about this, in our city, there is so much obesity in women the reason 
is that the women stay at home, they do not feel safe going outside for jogging or 
walking…. So, then it is just because of less decentralization, you have to go 
everywhere on car. If I have shopping places near my house, I will walk although 
people do not do that, but I will try. We have less concept of walking everyone has 
bike; everyone is adopted to this lifestyle. Heart disease, diabetes it due to all this 
and I think smog is also another big reason. (Participant 1, public sector) 
 
Some participants point out that the City has few active recreation places like parks and 
playgrounds where people can go to exercise or walk. “Community is facing many challenges 
such as in the city the community parks and open spaces are less. There are fewer areas for 
exercise” (Participant 6, public sector). “If we talk about the exercise, the facilities are very rare 
because as I mentioned earlier that there are some good areas like Bagh e Jinnah and Shalimar, 
but these are very rare to mention” (Participant 9, private sector). 
 
4.11. Key Informant Interviews: Planners’ perceptions of the future of healthy city 
planning policies 
4.11.1 Existing city-betterment projects  
One participant mentioned health-related initiatives in the City, which are done at the 
project level. These projects include façade improvement in commercial areas and convincing 
commercial unions to rebuild broken sidewalks in front of the shops in Liberty Market 
(Participant 5). 
There are other important projects mentioned by participants:  
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I say that the good developers like Sukh Chain housing scheme and Bahria housing scheme 
made more parks and parks should be where people feel safe without drug addicts. The 
green areas should be focused more because health is directly or indirectly related to it” 
(Participant 10, public sector). 
 
Participants also referred to small projects to improve residents’ quality of life such as 
mandatory tree planting in new private housing schemes that require homebuilders to plant two 
trees in front of each house:  
I think as the Lahore is developing on its southern side where we are approving the housing 
schemes there the development is low density and with proper standards. So, their health 
facilities and open spaces are present according to the standards” (Participant 2, private 
sector). 
 
4.11.2 Including healthy policies in future policies and plans  
All participants were optimistic about the explicit inclusion of healthy city policies in 
Lahore’s future master plan, for 2040. Participants were of the opinion that, if facilities for health 
and education were distributed equally throughout the province, the issues of urban sprawl and 
migration would be controlled because people would not need to migrate to the bigger cities, like 
Lahore, to get medical services or an education: “The only thing is…that a few months ago, the 
government has planned to decentralize everything. Therefore, I think that it will contribute to 
the health of Lahore by controlling urban sprawl and migration” (Participant 1, public sector). 
Participants note that the rising issues of smog and water contamination are now gaining 
importance due to various social media campaigns. Therefore, the planners are hopeful that if the 
government realizes these issues and identifies the health impacts of policies and proposals, they 
will be included in the master plan for 2040:  
In the future master plan, I think health will be included because health is now a burning 
issue because of the smog in Lahore and the rising water issue. The social media campaigns 
have made it a burning issue” (Participant 8, public sector); “It should be realized at the 
higher level until unless nothing can be done” (Participant 3, private sector). 
 
Yeah perhaps, your study would be a guideline for that. Because I, until now, I don’t think 
they are even considering this point I mean I am talking with you I also, of-course it remains 
in the mind indirectly, but directly thinking in the mind the city and to make it related with 
health and health and urban planning that is quite important. (Participant 6, public sector) 
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One of the participants from the public sector mentions that, in preparing the new plan for 
Lahore, although health is implicitly covered by their vision statement there is no explicit 
statement measuring the health outcomes of the policies.  
4.11.3 Ideal future: Lahore’s built environment   
The following are the major suggestions provided by participants for the betterment of 
Lahore’s built environment, although some participants did not provide any suggestions:  
I think I will be happy if you include my point is decentralization and de-vegetation should 
stop for healthy city and healthy people. Promote people to go to parks and do physical 
activity” (Participant 1, public sector); Master plan is itself a policy document and if health 
is more focused in that I think, it will yield good results” (Participant 7, public sector). 
 
4.12. Conclusion 
The following key issues are identified in Lahore’s master plans: infrastructure deficiencies, 
land management, housing, traffic and transportation, sustainability of the living environment, 
urban governance and finances (see Appendix-I for detailed themes and findings). However, in 
particular, strategies for creating opportunities in active transportation through land use and 
infrastructure policies; access to parks and recreation; access to the education, health and 
employment sectors; and access to healthy food are some of the attributes of a healthy city that 
are missing in planning policies. 
The WHO’s healthy city principles focus on inter- and intra-departmental coordination and 
the involvement of the general public in plan preparation. As discussed above, it also focusses on 
explicitly incorporating health and health planning into urban plans for cities. This analysis of 
Lahore’s master plans and the key informant interview responses indicate that Lahore’s master 











This research aims to determine how the WHO’s Healthy Cities programme has been 
adopted in the global south using Lahore, Pakistan, for a case study. It focusses on the 
distinctions between the global south and the global north in urban planning by using healthy 
cities principles to measure planning and Lahore as a case study site. The following chapter 
summarizes key findings and discusses their relevance in planning healthy communities. 
5.1 Summary of key research findings 
Using the eight urban policy systems developed by Giles-Corti et al. (2016), a literature 
review, policy content analysis, and semi-structured interviews with urban planners from both 
the public and private sectors, this study examines the perceptions of key informants concerning 
Lahore’s health and urban planning. The literature highlights differences in the urban planning 
practices of the global south versus those of the global north. Planning policies and practices 
used in the global north cannot be implemented directly in cities of the global south due to 
differences between the regions. The WHO provides a solution to this issue in the form of its 
healthy city guidelines. These guidelines can be adopted on a city-by-city basis; they are flexible 
enough to be integrated into city development plans/policies or they can be implemented in 
stand-alone projects to make cities more liveable places. 
The WHO considers health to be more than the absence of disease and promotes health in 
different urban policies. Thus, it encourages inter-sectoral coordination and incorporating public 
health into existing plans, or preparing a separate health plan (WHO, 1999). Findings from the 
content analysis of the case study indicate that some healthy community principles are found in 
the LUTMP-2030 and some sections of the IMPL-2021, specifically the need to promote public 
transportation and encourage walking; however, these ideas are implicit but are not explicitly 
mentioned. In addition, strategies for achieving these goals are not mentioned anywhere in the 
plan. For instance, policies promoting bicycle infrastructure or sidewalks are not included.  
There are no indicators in the plans for achieving mixed-use or compact urban 
development or to increase the quality of life through various urban design initiatives. The 
concept of safe streets, parks and playgrounds is also missing from the plans.  
Although health and the built environment are interrelated and urban planners in the global 
north recognized this long ago, the relationship is still not considered in planning and policy 
making in many countries in the global south. The WHO Healthy Cities movement began in 
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Europe and spread across the globe; there are some countries in the global south that have 
implemented WHO guidelines to achieve the status of healthy city. Findings from content 
analysis and key informant interviews show that, in Lahore, major planning efforts focus on the 
transportation sector due to rapid urbanization. Thus, Giles-Corti and colleague’s (2016) eight 
urban policy systems are used as the theoretical framework for this study.  They are tied to 
attributes of an urban healthy city that provide guidelines for Lahore to face the issues of 
urbanization and non-communicable diseases.  
Understanding Lahore’s current situation and learning about its existing master plans 
underlines the relationship between urban health and the City’s built environment. This study 
shows that including healthy city policies in a master plan or creating a separate health plan are 
essential to providing a healthy living environment for residents. Health is an integral part of all 
sectors of urban planning: transportation, social health, open spaces and recreation, housing, 
education, employment, and security and safety. 
Semi-structured interviews were designed to assess the barriers to and facilitators of 
healthy city planning. Results from the key informant surveys reveal similar perspectives 
regarding the current urban environment and the capacity of the master plan to facilitate a 
healthy built environment. The planners interviewed stated that health is not explicitly mentioned 
in Lahore’s master plan. One planner indicated that the City’s urban planners are beginning to 
realize that health and the built environment are closely related; many small projects such as 
planting trees, upgrading facades and rehabilitating sidewalks have been started in one or two 
commercial areas of Lahore.  
All participants (except one) expressed the view that the IMPL-2021 lacked public 
consultation and focusses only on outdated data, and therefore is not a good planning document. 
One planner said the master plan is a very good document, but that it has not been implemented 
faithfully due to lacks in funding, workforce and coordination between different departments. 
The major factor affecting poor implementation was perceived to be limited coordination 
between different departments. For instance, the LDA’s planning jurisdiction is given to the 
Lahore Division, but its control is limited to Lahore City. Therefore, the LDA has developed 
master plans and zoning for Sheikupura, Kasur and Nanakana Sahib but the individual buildings 
and projects in these areas are approved by the local town/Tehsil Municipal Authorities (TMAs). 
There are coordination problems between these departments. TMAs sometimes challenge the 
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jurisdiction of the LDA, and the LDA challenges the jurisdiction of the TMA. In addition, the 
LDA has not set up sub-offices in Sheikupura, Kasur and Nanakana Sahib; thus, the LDA 
manages these three districts as well as the Lahore District. 
Planners in the public and private sectors believed that including healthy policies in the 
master plan is the key to a healthy city. They define a healthy city as an active city with a quality 
lifestyle. However, the IMPL-2021 lacks healthy policies regarding bicycle lanes, pedestrians, 
disease control, healthy food and water. The planners think that master plan policies strictly 
rooted in land use and zoning have a limited capacity to promote a healthy lifestyle. 
Not all of the planners were aware of the characteristics or qualities of a healthy city as 
defined by the WHO. They did not know about any of the WHO initiatives in Pakistan or the 
WHO’s definition of health. The reason given by one of them is that the concept of a healthy city 
was never introduced during their education. Thus, healthy city concepts are not represented— 
theoretically or practically—in the policies of their master plans.  
Participants agree that Lahore’s plans and policies are not healthy and, therefore, that the 
metropolis is facing issues concerning non-communicable disease, haphazard growth and poor 
living conditions. These are attributable to rapid and uncontrolled urbanization resulting from the 
lack of implementation mechanisms and coordination between different departments. These 
planners believe that this research will introduce a new concept of healthy living to Lahore’s 
urban planners, for every urban strategy. 
5.1.1. Viability of the WHO’s healthy city guidelines to increase Lahore’s quality of life 
This study’s findings indicate that the WHO’s healthy city guidelines could prove to be a 
viable tool for promoting healthy built environments in Lahore. They can guide urban planners 
based on experiences from the global north so that they can adopt those applicable to Lahore. For 
instance, in developed countries of the global north, people use bicycles because they are 
considered an active mode of transportation; in the global south and in cities like Lahore, 
bicycles are a mode of travel used by low-income people because they cannot afford cars (Aslam 
et al., 2016). 
Although bicycles are used for different purposes in the global north and global south, 
there is still a need to provide bicycle lanes in the City. In addition, because the LUTMP-2030 
indicates that the major portion of transportation will be needed for bicyclists, motorcyclists and 
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rickshaws, there should be proper lanes for all modes of transport when expanding the City’s 
roads.  
Lahore’s poor urban design, haphazard development and rapid urbanization also reflect 
the lack of attention given to educating urban planners about the relationship between health and 
built environments. Planners are aware that the excessive conversion of agricultural land into 
residential schemes or commercial areas is not good for the health of a city—but because of 
political pressure, they approve such decisions. The WHO discourages such practices and 
suggests that healthy city governments need to support healthy decisions. Urban planners point 
out that communities are concerned about the City’s water and air quality. Therefore, city 
planners, city council members and other local government employees are beginning to promote 
safety through planning and design (Austin & Inglis, 1993). 
Some of the participants thought that the health aspects of the IMPL-2021 effectively 
explains Lahore’s health-sector requirements. However, if we compare it to the WHO guidelines 
or to what Giles-Corti and colleagues’ (2016) framework suggests, health considerations (which, 
in the 2021 plan, consist of the number of hospitals and their future requirements) are broader 
than only the healthcare system. Health also involves how citizens safely access routes to 
hospitals, whether there is proper signage, whether requirements for people with special needs 
are met, and the social determinants of health. Even more broadly, the WHO asserts that health 
enables a life without limitations, adoption of healthy habits and changes for sustainable living 
(WHO, 2019). 
In addition, reduction in disease along with the promotion of a healthy lifestyle, active 
coordination between different departments, and the political will to provide adequate health and 
social measures are also required to achieve healthy city status (WHO-Constitution, 2019). These 
things need to be recognized and incorporated by Lahore’s urban planners when they prepare a 
new master plan for the City.  
Specifically, the WHO focuses on equality, equal employment opportunities and equal 
access to a quality life for the people in a country with low-income status (WHO-Constitution, 
2019). The root cause of unhealthy neighborhoods, slums and squatter settlements in Lahore is 
rapid urbanization (Zaman, 2012). Water depletion, contamination, illegal connections and waste 
are some of the most important issues facing the City (Wahid, 2015). It is essential to manage 
this necessity of life and to avoid water contamination to stop the spread of waterborne diseases 
 72 
(Islam, 2016). In terms of trade and economics, the City of Lahore must ensure that equitable 
opportunities are provided for small and large traders (Islam, 2016). 
Community involvement is a valuable tool that helps address the concerns of people 
(Toor, et al., 2014), removes burdens from government departments, ensures financial 
accountability and efficiency, and is most suitable for addressing local needs (Islam, 2016). 
These are all issues that can be resolved by following the WHO guidelines or the examples of 
successful healthy cities. Through education, urban planners and communities will be made 
aware of how they can contribute to their environment. 
5.2 Limitations/gaps 
It is important to note the limitations of this research. The IMPL-2021 and LUTMP-2030 
are both considered outdated plans due to rapid change to the urban form of Lahore as a result of 
urbanization; however, they are still the current guiding documents for planning. Further, it is a 
limitation of the plans (not of this research) that they do not cover the entire area of Lahore and 
do not include regional/metropolitan information.  
There are some limitations associated with the eight urban policy systems identified by 
Giles-Corti and colleagues (2016). For example, there are aspects not explicitly included such as 
the environment and food security.   
Moreover, this research only focusses on urban planners, who are not necessarily the ones 
making final decisions for the City. Political representatives also make final decisions and they 
could have interesting perspectives, too. 
5.3 Future directions for research  
It is important to determine whether and how the professionals/urban planners consider these 
planning documents successes or failures, and whether and on what grounds the new master plan 
will involve public consultation and inter- and intra-departmental coordination. Due to the lack 
of research exploring healthy cities in the global south and the connection of health to the built 
environment in low- and middle-income countries, there are still areas that should be 
investigated to build a more holistic understanding of the concept of healthy built environments 
in the global south. These could include interviews with planners and policy-makers in different 
sized cities in the global south that are undergoing rapid urbanization.  
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6 Conclusion and Recommendations 
6.1 Introduction 
The main purpose of this study is to answer three guiding research questions: In the existing 
literature, to what extent do healthy city recommendations vary by context: global north versus 
global south? To what extent and how does the City of Lahore include health as a consideration 
in existing municipal policies and plans? What are the barriers to and facilitators of the adoption 
of healthy city policies in the City of Lahore? This chapter of the thesis provides 
recommendations and implications for policy makers and planners as well as concluding remarks 
for future studies.  
6.2  Recommendations for planners and policy makers 
6.2.1. Theoretical recommendations 
Built environments in urban areas are the “planned and structured aspects of our 
surroundings” that include buildings, transportation and recreational areas (Williams, 2013); 
urban health depends on how the built environment affects the health of the people (Galea & 
Vlahov, 2005). As a major outcome of the continuous increase in population, urban sprawl, 
poverty and industrialization, health complications/issues in the global south are mounting and 
becoming harder to solve. On the other hand, in the global north—with growing significance and 
linked to urban public health problems such as a rise in chronic diseases—there is growing 
recognition that built environments vitally influence the health and well-being of people 
(Pilkington, Grant & Orme, 2008). Participants’ responses and the results of this study are not 
generalizable to other cities, but the comparative analysis of the global south and global north 
can be helpful for future studies, particularly in cities of the global south.  
Lahore’s urban environment represents a mixture of issues such as non-communicable 
disease, rapid urbanization and traffic congestion; the key solution to these issues is to reduce 
their negative effects (Giles-Corti et al., 2016).  
Determining a viable solution for Lahore’s urban problems is a complex research issue, 
given the missing connection to and lack of knowledge about the relationship between health and 
urban planning. Although the key informants who participated in interviews had 5 to 30 years of 
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experience in the field of urban planning, they do not represent the opinions of all urban 
planners.  
Given that this research focuses on an analysis of Lahore’s master plan and on the 
opinions of key informants who identify its limitations concerning a healthy master plan, future 
research could explore in greater detail issues relating to health and the eight urban planning 
policy interventions. For instance, there is the need for a detailed analysis of the relationship 
between healthy urban planning and education that includes calculating the required number of 
future educational institutions and schools, as well as safe walking or bicycling access to school 
routes. In addition, education creates awareness, reduces poverty, provides information about 
disease, and helps people develop to their full potential (WHO, 2019). Therefore, planners must 
consider each and every aspect of urban policy system that help a city function. 
6.2.2. Practical recommendations 
This study pays particular attention to planning principles to ensure that the findings provide 
practical recommendations that can be used in the work of urban planners in Lahore’s policy and 
implementation sectors. The following sections provide recommendations for urban planners and 
decision makers that should be kept in mind while Lahore is preparing to develop its new master 
plan for 2040. These recommendations highlight the interdisciplinary nature of urban planning 
and contribute to solutions that target community betterment.  
1. Education and awareness programs for communities and professionals 
Findings from the document analysis reveal that health is not explicitly mentioned in the 
urban plans and policies for the City. The key informants (urban planners) confirmed this as 
well; they have no knowledge of healthy urban planning or the Healthy Cities movement, even 
though the WHO does work in Pakistan and its major focus is on primary health care (WHO-
EMRO, 2019). 
 Most of the urban planners taking part in the interviews stated that they do not know 
about the WHO Healthy Cities movement. Therefore, it would be important to make them aware 
of healthy city principles. For instance, Participant 1 mentioned that planners are not taught 
about healthy city principles for healthy urban planning regarding educational institutions. This 
lack of information about the WHO Healthy Cities movement was consistent for all study 
participants. 
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 It is important to introduce the public health and built environment relationship to the 
curriculum taught in the planning education. The WHO healthy city movement and its guidelines 
should also be included to make them aware of the planner’s role, principle of healthy planning 
and policies for making the environment healthy. 
 Participants stated that they want to learn about these principles; Participants 4 and 5 
even want to take steps to introduce university students to the healthy city concept. This makes 
sense as there is willingness to learn. The Development Authority and private organizations can 
also partner to raise awareness through educational programs, workshops and corporate training 
sessions.  
These programs can be hosted by and located in the Development Authority offices, 
community centres or at universities. Other initiatives include; training sessions for existing 
professionals. This can be done by arranging small seminars which includes the articles related 
to WHO healthy city movement particularly in the global south and East Mediterranean Region. 
The WHO official website is a useful resource with information about the concepts and 
guidelines provided by WHO to make cities healthy. This course or awareness program can 
provide information concerning the relationship between health and built environments in 
different urban policy sectors, which will make this a more acceptable way of practicing urban 
planning for those in the field. 
2. Health priorities for Lahore 
Urban planning is interdisciplinary in nature. Therefore, it is important that planning 
departments (both public and private) and the health sector work together to devise policies for 
an urban plan. Health departments can provide information about pressing health and 
environmental issues in Lahore; planners can then make policies for different sectors by keeping 
the health aspects of each in mind.   
The value of the WHO’s healthy city guidelines is that they can be molded according to the 
needs of each city—they are not rigid. Thus, there should be an official plan that includes healthy 
policies or a separate health plan for each city. For Lahore—as part of the global south where 
there is a lack of funding and resources—it is time to recognize the importance of introducing 
healthy policies because the City is at the vision-building stage in preparation for its new master 
plan for 2040. There is no increase in associated resources, but planning will help reduce data 
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duplication, identify important issues at an early stage, and develop a new health plan as part of 
the City`s future master plan for 2040.  
The first step is therefore, to identify the key health issue. Instead of allocating the major 
chunk of master plan budget to the transportation sector policies, it is important to first highlight 
the public health needs of the city. From the document analysis and key informant interviews it 
is revealed that the most pressing issue faced by Lahore is smog causing respiratory issues 
therefore, it comes as a first priority health issue to be addressed in the future plans. The polciies 
in the transportation sector for instance, should ensure that the air quality should not be 
deteriorated. Active transportation, such as safe cycling and pedestrian routes comes second. The 
third issue would be the issue of safe and clean drinking water to decrease the burden of non-
communicable diseases such as diarrhea.   
3. Required policy interventions and design elements 
Within the planning context, informants point out that the main problem is political 
influence on planning decisions which lies beyond the powers of the planners. There is a lack of 
transparency in making policies. In addition, the boundaries of the area constituting Lahore City 
were increased in 2016 but there is no planning policy document for that additional area. There is 
only a newspaper notification and a new land use plan. The new plan should indicate all areas 
included under the local Development Authority and should not be merely a land use map; it 
should be a complete policy document. 
The city’s master plan is a traditional planning document which is affecting the urban rich 
and urban poor in different ways. For rich, it became a tool to maintain their properties at a 
strategic location and it is making the urban poor more marginalized. This is because the 
planners have not realized that planning is much more than physical planning and they should 
adopt Contextual planning instead of Colonial planning with innovative and inclusive plans. 
Concerning policy interventions, health should be explicitly mentioned in future plans and 
documents. It is important to consider explicit healthy policies when thinking about different 
urban strategies like transportation, housing, employment, parks and recreation, public safety, 
social health, economics etc. This can be done by brainstorming whether the proposed policies 
can give explicit health outcomes as proposed by Giles Corti et.al (2016) and WHO. It is not 
necessary that the healthy policies have a separate chapter in the future plans, but it can be 
woven throughout the plan. For instance, instead of promoting a car-friendly environment by 
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increasing the size of roads as a solution for congestion, policies should be based on 
incorporating an active lifestyle by improving sidewalks and pedestrian crossing indicators and 
giving pedestrians the right to cross the road first. Similarly, safe driving should be promoted 
through proper driver-education planning, as mentioned in the LUTMP-2030.  
There should be easy-to-read, proper markings and signage near hospitals and schools. 
Parks and open spaces should be safe—an important concern identified by the participants in the 
informant interviews. This can be done by adding proper security features to park gates. 
The urban design of the City also contributes to a healthy environment. The underserved 
population areas are identified as Lahore`s older, inner-city areas. There should be urban renewal 
projects that protect historical buildings and restore inner-city areas. As well, quality of life in 
slums and squatter settlements can be improved through education and awareness programs for 
residents, which should include information about waste disposal and street cleaning programs.  
As noted in the interviews, developers are often opposed to health-promoting practices, in 
part due to the cost of sidewalk construction and sustainable features. This could be overcome by 
educating developers about profitable development practices or by providing incentives. This can 
also be done, for example, by providing development cost discounts such as those offered in 
Ontario, Canada, for new industrial and commercial developments, which helped reduce 
greenhouse gas emissions and the cost of building construction and maintenance (MMAH & 
OPPI, 2009) 
4. Healthy planning tools as a catalyst for healthy built environments 
Healthy communities and urban planning policies are interconnected (Barton & Tsourou, 
2000). Therefore, explicit incorporation of health and quality of life elements as some of the 
goals and objectives of the City’s planning documents will help gain support from a community 
and its related stakeholders.  
It is important to establish the means to measure parameters or health impacts/outcomes of 
development projects or implement monitoring indicators. For instance, Health Impact 
Assessment (HIA) is an important tool—defined by the WHO as “a combination of procedures, 
methods and tools by which a policy, program or project may be judged as to its potential effects 
on the health of a population, and the distribution of those effects within the population”—that is 
receiving considerable attention in planning and public health circles (Forsyth et al., 2010). 
Urban planners in Lahore should consider adopting this tool in collaboration with health 
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professionals, helping to better understand the dimension of human health in urban planning 
(Wood, 2012). 
5. Implementation, monitoring and evaluation 
Participants in the key informant interviews indicate that there is always a disagreement over 
jurisdiction between the municipality and the Development Authority. With the introduction of a 
new plan for the City, this issue should be resolved through the proper demarcation of 
boundaries so that the new plan can be implemented successfully. 
It is important that small incremental steps be taken instead of a traditional master plan 
overhaul. This would be more effective because there are issues of less resources and corruption. 
The small incremental steps will take some time to change the current condition of the city but 
they can yield long term impacts and their implementation, monitoring and evaluation will be 
easier. 
6. Ideal Structure for planning in Lahore 
The existing policies in Lahore reflect top-down policy and planning framework. This 
approach is not enough to address the complex and wicked problems faced by the city. In 
Lahore, the feasible/pragmatic planning structure would be the introduction of a combination of 
top down and bottom up policy approaches. This is because ideal scenarios recommended above 
may not be possible because of lack of resources or weak departmental coordination. This 
combination of top down and bottom up approach (countercurrent planning) will be the best 
option in the existing scenario as the existing plans, legislations and policies are not responsive 
and nimble enough- or up to the job. 
This countercurrent planning or countercurrent method will enable an efficient and target 
oriented implementation of the policies and ensure that all the concerned departments (central 
and decentral) and stakeholders are actively involved in the plan making process 
6.3. Conclusion 
Policies and strategies comprising Lahore`s master plans lack explicit healthy city principles. 
It is important to note that the current master plan, IMPL-2021, was amended in 2016 when the 
LDA`s jurisdiction was expanded to the Division level because the districts of Kasur, Nanakana 
Sahib and Sheikhupura were added. The amended IMPL-2021 (AMPL-2021) map was the only 
thing that was upgraded at that time, with no changes made to the policy document. Because 
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Lahore is in the process of preparing its new master plan for 2040, it is now important to 
critically examine policies that can guide healthy development.  
It is also important to note, that as per the WHO healthy city guidelines, there is a flexibility 
that cities around the world can make the healthy plans as per their own priority health issues. 
Lahore is a typical global south city and these recommendations can be generalized to the rapidly 
changing cities of the global south which are also facing similar issues of urbanization, weak 
departmental coordination, lack of education and awareness and less resources. 
This research explore that the global south should not replicate the policies and designs from 
the global north but must take into account their own current and projected conditions. It is 
important that a countercurrent planning method is used to ensure that the policies and plans are 
all-inclusive. The policies are not one-size fit all, the importance is the need and willingness to 
accept a workable design that is adaptable to the city needs. 
Current planning in the global south is focussed on the physical planning which was found to 
be the case in the selected case study of Lahore too. It is important that the planning focus be 
shifted towards the acceptance of explicit relationship of health and built environment. This 
thesis, therefore, advocates that the planners, decision makers and the stakeholders of Lahore 
must learn from the successful healthy city approaches from the global north as well as the 














1. Ahmed, F., (2017). Enumerating the Crime Rate of Lahore. Retrieved from 
https://medium.com/@farazahmedshaikh/enumerating-the-crime-rate-of-lahore-
8a1c8693fe1e 
2. Alvi, I., (1997). The Informal Sector in Urban Economy: Low Income Housing in Lahore. 
Karachi: Oxford University Press 
3. Ahson, K., (2016). GOVERNANCEAND MANAGEMENTIN LAHORE. Position Paper – 
I. Centre for Public Policy and Governance Forman Christian College (A Chartered 
University) Lahore. Retrieved from http://cppg.fccollege.edu.pk/wp-
content/uploads/2016/05/Governance.pdf 
4. Ahson, K., (2015), Governance and Management in Lahore (Lahore: Centre for Public 
Policy and Governance. 
5. Andrew P., Molly M. Scanlon, & Maura Pereira-Leon. (2013). Literature review: 
Environmental design and research on the human health effects of open spaces in urban 
areas. Human Ecology Review, 20(1), 36-49. Retrieved 
from http://www.jstor.org/stable/24707570 
6. Angotti, T., & Hanhardt, E. (2001). Problems and prospects for healthy mixed-use 
communities in New York City. Planning Practice & Research, 16(2), 145-154.  
7. Aoife C. (2010). Unmasking and overcoming the health inequities in urban settings. 
Sutton: Irish Medical Times. Retrieved 
from https://search.proquest.com/docview/818750062 
8. Arbeit, D. (1993) Resolving the Spatial Data Problem: A Spatial Information Infostructure 
for Planning Support. in Klosterman, R. E. & P, F. S. (Eds.) Proceedings of Third 
International Conference on Computers in Urban Planning and Urban Management. 
Altanta, Georgia. 
9. Arora, G. K. (1995). Environment, population and development issues in developing 
countries in the emerging global world. India Quarterly, 51(2-3), 97-118. 
doi:10.1177/097492849505100206 
 81 
10. Aslam, M. (2016, December 19). Lahore: A story of Divide. Retrieved from 
https://medium.com/urban-history-lab-fall-2016/lahore-a-story-of-divide-af4e287c2765 
11. Aslam, S. A. B., E. Masoumi, H., Asim, M., & Anwer, I. (2018). Cyclability in Lahore, 
Pakistan: Looking into Potential for Greener Urban Traveling. TeMA - Journal of Land 
Use, Mobility and Environment, 11(3), 323-343. https://doi.org/10.6092/1970-9870/5806 
12. Ashton, J. R., Thurston, M. N., (2015). The New Public Health. Retrieved from 
https://www.sciencedirect.com/topics/nursing-and-health-professions/healthy-city 
13. Atlas of Urban Expansion-Lahore. (2016). UN Habitat. Retrieved from 
http://atlasofurbanexpansion.org/cities/view/Lahore#:~:text=The%20Urban%20Extent%20
Density%20in,was%20196%20persons%20per%20hectare. 
14. Aziz, A., S.M. Mayo, I. Ahmad, et al. Managing urbanization for sustainable cities: A case 
study of Lahore, in Pakistan. Pakistan Journal of Science 66(3): 237-241 (2014). 
15. Aziz, A., Mayo, S., M., Ahmad, I. (2014). Master Planning Under Legislative and 
Organizational Impediments (A Case Study of Lahore). Technical Journal, University of 





1. Badland, H., and G. Schofield (2005). Transport, urban design, and physical activity: An 
evidence-based update. Transportation Research Part D: Transport and Environment 10(3): 
177-196. 
2. BC Centre for Disease Control. Healthy Built Environment Linkages Toolkit: making the 
links between design, planning and health, Version 2.0. Vancouver, B.C. Provincial Health 
Services Authority, 2018. Requests for use can be emailed to pph@phsa.ca. 
3. Beck, C. (2010). Healthy communities: the comprehensive plan assessment tool. Institute of 
Public Administration University of Delaware. Retrieved from 
http://www.ipa.udel.edu/healthydetoolkit/tools/compplan/  
4. Bok, S. (2004). Rethinking the WHO Definition of Health. Working Paper Series, 14(7). 
Harvard for population and Development Studies. 
 82 
5. Baldwin, W., (2015). The Burden of Non-Communicable Diseases in the Developing World: 
A Role for Social and Behavioral Research. Content last reviewed July 2015. Agency for 
Healthcare Research and Quality, Rockville, MD. 
https://www.ahrq.gov/professionals/education/curriculum-tools/population-
health/baldwin.html 
6. Barton, H., Tsourou, C. (2013). Healthy urban planning. Florence: Routledge. 
doi:10.4324/9780203857755 
7. Barton, H., Grant, M. (2011). Urban Planning for Healthy Cities A Review of the Progress of 
the European Healthy Cities Programme. Journal of Urban Health: Bulletin of the New York 
Academy of Medicine, Vol. 90, Suppl. 1 doi:10.1007/s11524-011-9649-3 
8. Barrios, S., Bertinelli, L. & Strobl, E. (2006) Climatic change and rural – urban migration: 
The case of sub-Saharan Africa, 60, pp. 357–371. 
9. Bayat, A. (2000) From Dangerous Classes’ to Quiet Rebels’ Politics of the Urban Subaltern 
in the Global south, International Sociology, 15(3), pp. 533-557. 
10. Bhurosy, T., & Jeewon, R. (2014). Overweight and obesity epidemic in developing countries: 
a problem with diet, physical activity, or socioeconomic 
status? TheScientificWorldJournal, 2014, 964236. https://doi.org/10.1155/2014/964236 
11. Bibby, L., (2018). Development and the Brandt Line. Retrieved from 
https://prezi.com/m4phnqyhzey5/development-and-the-brandt-line/ 
12. Bloom, D.E., Cafiero, E.T., Jané-Llopis, E., Abrahams-Gessel, S., Bloom, L.R., Fathima, S., 
Feigl, A.B., Gaziano, T., Mowafi, M., Pandya, A., Prettner, K., Rosenberg, L., Seligman, B., 
Stein, A.Z., & Weinstein, C. (2011). The Global Economic Burden of Noncommunicable 
Diseases. Geneva: World Economic Forum. 
13. Bollyky, T. J., Templin, T., Cohen, M., & Dieleman, J. L. (2017). Lower-Income Countries 
That Face the Most Rapid Shift In Noncommunicable Disease Burden Are Also The Least 
Prepared. Health Affairs, 36(11), 1866-1875. doi:10.1377/hlthaff.2017.0708 
14. Bowen, Glenn. (2009). Document Analysis as a Qualitative Research Method. Qualitative 
Research Journal. 9. 27-40. 10.3316/QRJ0902027.  
15. Bowonder, B. (1987). Environmental problems in developing countries. Progress in Physical 
Geography, 11(2), 246-259. doi:10.1177/030913338701100204 
 83 
16. Braun, V. and Clarke, V. (2006) Using thematic analysis in psychology. Qualitative Research 
in Psychology, 3 (2). pp. 77-101. ISSN 1478-0887 
17. Brownson, R. C., C. M. Hoehner, K. Day, A. Forsyth and J. F. Sallis (2009). Measuring the 
built environment for physical activity: State of the science. American Journal of Preventive 
Medicine 36(4): S99-S123. 
18. Brownson, R. C., D. Haire-Joshu and D. A. Luke (2006). Shaping the Context of Health: A 
Review of Environmental and Policy Approaches in the Prevention of Chronic 
Diseases.  Annual Review of Public Health 27: 341-370. 
19. Built Environment Indicators Review: & Summary Report. Built environment indicators 
review: Summary report 
C 
1. Caison, G., & Vormann, B. (2014). The Logics and Logistics of Urban Progress: 
Contradictions and Conceptual Challenges of the Global North-South Divide. The Global 
South, 8(2), 65-83. doi:10.2979/globalsouth.8.2.65 
2. Cankaya (n.a.). Turkish healthy cities association. Retrieved from 
http://en.cankaya.bel.tr/InternationalRelations/WhoEHCN/TurkishHCA 
3. Centre for disease control and Prevention (CDC) Global Health - Pakistan. (2017). 
Retrieved from https://www.cdc.gov/globalhealth/countries/pakistan/default.htm 
4. Cermeno, H., Mielke, K., (2016). Cityscapes of Lahore: Reimagining the Urban. THAAP 
Journal 2016: People’s History of Pakistan. Retrieved from 
http://www.thaap.pk/assets/helena-and-katja.pdf 
5. Chris Le Beau. (2017). Public policy Retrieved 
from https://libguides.library.umkc.edu/policy 
6. Clarke, M., (2018). Global South: what does it mean and why use the term? Retrieved from 
https://onlineacademiccommunity.uvic.ca/globalsouthpolitics/2018/08/08/global-south-
what-does-it-mean-and-why-use-the-term/ 
7. Clift. C., (2013). The Role of the World Health Organization in the International System. 




8. City health planning: the framework. Copenhagen, WHO Healthy Cities Project Office, 
(1995). 
9. City planning for health and sustainable development. Copenhagen, WHO Regional Office 
for Europe, (1997). European Sustainable Development and Health Series, No. 2. 
10. Cohen, B., (2006). Urbanization in developing countries: Current trends, future projections, 
and key challenges for sustainability. Technology in Society. Volume 28, Issues 1–2, Pp 
63-80. https://doi.org/10.1016/j.techsoc.2005.10.005. 
11. Concepts of the Global south – Voices from around the world 
Global south Studies Center, University of Cologne, Germany – http://gssc.uni-
koeln.de/node/452  
12. Council on Foreign Relations; Independent Task Force Report. 72 (2014). The emerging 
global health crisis; Non-Communicable Diseases in LMICs. Retrieved from https://cfrd8-
files.cfr.org/sites/default/files/report_pdf/TFR72_NCDs.pdf 
13. Corburn, J, (2004). Confronting the Challenges in Reconnecting Urban Planning and 
Public Health. American Journal of Public Health 94, no. 4: pp. 541-
546.https://doi.org/10.2105/AJPH.94.4.541 
14. Cohen, L. A public health approach to the violence epidemic in the United States. 
Environment and urbanization, 5: 50–66 (1993) 
15. Corburn, J., Karanja, I., (2014). Informal settlements and a relational view of health in 
Nairobi, Kenya: sanitation, gender and dignity. Health Promotion International. 
doi:10.1093/heapro/dau100 
16. Creswell, J. W. (2013). Qualitative inquiry and research design: Choosing among five 
approaches (3rd ed.). Thousand Oaks, CA: Sage Publications, Inc. 
17. Creswell, J.W. (2014). Research Design: Qualitative, Quantitative, and Mixed Methods 
Approaches. http://doi.org/10.1007/s13398-014-0173-7.2 
18. Crowe, S., Cresswell, K., Robertson, A., Huby, G., Avery, A., & Sheikh, A. (2011). The 
case study approach. BMC medical research methodology, 11, 100. doi:10.1186/1471-
2288-11-100 
19. Crowhurst-Lennard, S.H. & Lennard, H.L. Livable cities. Southampton, NY, Gondolier 
Press, 1987. 
 85 
20. Cunningham, G. O. and Y. L. Michael (2004). Concepts guiding the study of the impact of 
the built environment on physical activity for older adults: A review of the literature. 
American Journal of Health Promotion 18(6): 435-443. 
D 
1. Dados, N., & Connell, R. (2012). The Global south. Contexts, 11(1), 12-13. Doi: 
10.1177/1536504212436479. Retrieved from 
https://journals.sagepub.com/doi/pdf/10.1177/1536504212436479 
2. Datta, A., & Shaban A., (eds. (2017) Mega-urbanization in the Global south: Fast cities: and 
new urban utopias of the postcolonial state. London: Routledge [Studies in Urbanism and the 
City Series]. 
3. Dannenberg, A.L., Jackson, R.J., Rumkin, H., Schleber, R.A., Pratt, M., Kochtitzky, C., & 
Tilson, H.H. (2003). The impact of community design and land-use choices on public health: 
A scientific research agenda. Public Health Patters, 93(9), 1500-1508.  
4. David N., B., Penny B., (2005). Educational researcher. ProQuest psychology journals pg. 3 
5. David, G. (2007). Encyclopedia of American Urban History. ISBN 9780761928843. 
6. Davison, K., J. Werder and C. Lawson (2008). Children’s Active Commuting to School: 
Current Knowledge and Future Directions. Prevention of Chronic Disease 5(3): A100. 
7. Dawson, A. & Edwards, B. H. (2004). Introduction: Global Cities of the South. Social 
Text 22(4), 1-7. Duke University Press. Retrieved May 15, 2019, from Project MUSE 
database. Retrieved From https://muse.jhu.edu/article/177069/summary 
8. Day, K. (2016). Built environmental correlates of physical activity in china: A 
review. Preventive Medicine Reports, 3, 303-316. doi: 10.1016/j.pmedr.2016.03.007 
9. De Leeuw., E. (2007). Global and Local Health: The WHO Healthy Cities Programme, 
Global Change & Human Health. 2 (1).  
10. De Leeuw., E., Simos J. (2017). Healthy Cities: the theory, policy and practice of value based 






11. Demographia world urban areas. (2019). (Built Up Urban Areas or World Agglomerations). 
15th ANNUAL EDITION. Retrieved from http://demographia.com/db-worldua.pdf 
12. Denzin, N. K., & Lincoln, Y. S. (Eds.). (2005). The SAGE handbook of qualitative research 
(3rd ed). Sage Publications  
13. Devas, N. (2001). Does city governance matter for the urban poor? International Planning 
Studies, 6, pp. 393-408. 
14. Diarmuid Stokes. (2018). Literature review Retrieved from http:////libguides.ucd.ie/litreview 
15. Dick, E., Lacroix. D., C. (2016). Multi-local Living in the Global south and 
Global North: Differences, Convergences and Universality of an Underestimated 
Phenomenon. Retrieved from https://www.die-
gdi.de/uploads/media/Trialog_116_117_01_Dick_Lacroix_color.pdf 
16. Dillon, C. (2003). Understanding Reliability and Validity in Qualitative Research.  
17. Don, K., Luisa, S., (2015) International Encyclopedia of the Social & Behavioral Sciences 
(Second Edition). Retrieved from https://www.sciencedirect.com/topics/social-
sciences/global-south. 
18. D’Onofrio R., Trusiani E. (2018) The Need for New Urban Planning for Healthy Cities: 
Reorienting Urban Planning Towards Healthy Public Policy. In: Urban Planning for Healthy 
European Cities. SpringerBriefs in Geography. Springer, Cham 
19. Dubovyk, O., Sliuzas, R., & Flacke, J. (2011) Spatio-temporal modelling of informal 
settlement development in Sancaktepe district, Istanbul, Turkey, ISPRS Journal of 
Photogrammetry and Remote Sensing, 66(2), pp. 235-246. 
20. Durand, C. P., Andalib, M., Dunton, G. F., Wolch, J., & Pentz, M. A. (2011). A systematic 
review of built environment factors related to physical activity and obesity risk: implications 
for smart growth urban planning. Obesity reviews: an official journal of the International 
Association for the Study of Obesity, 12(5), e173–e182. doi:10.1111/j.1467-789X.2010. 
00826.x 
21. Dye C. Health and urban living. Science 2008; 319:766-9. 10.1126/science.1150198   
E 
1. Eckert, S., Kohler, S., (2014). Urbanization and Health in Developing Countries: A 
Systematic Review. World Health & Population 15(1). doi:10.12927/whp.2014.23722 
 87 
2. Edberg Mark C. Essentials of health, culture, and diversity: Understanding people, reducing 
disparities. Burlington, MA: Jones & Bartlett; 2013. 
3. Edralin, J. S. (1986) Managing Information Systems for Urban and Regional Planning in 
Asian Metropolitan Regions. International Journal of Information Management, 6, 207-223. 
4. Edited: Parnell, S., Oldfield, S., (2014) The Routledge Handbook on Cities of the Global 




5. Edwards, P., Tsouros, D.A., (2008). A healthy city is an active city: a physical planning 
guide. WHO Europe. Retrieved from 
http://www.euro.who.int/__data/assets/pdf_file/0012/99975/E91883.pdf 
6. Erlingsson, C., Brysiewicz, P., (2017) A hands-on guide to doing content analysis. African 
Journal of Emergency Medicine, Volume 7, Issue 3. Pages 93-99 
https://doi.org/10.1016/j.afjem.2017.08.001 
7. Evelyn (2015). A brief overview of healthy cities evidence. Retrieved from 
http://glocalhealthconsultants.com/a-brief-overview-of-healthy-cities-evidence/ 
8. Ezzati, M., Webster, C. J., Doyle, Y. G., Rashid, S., Owusu, G., & Leung, G. M. (2018). 
Cities for global health. BMJ (Clinical research ed.), 363, k3794. doi:10.1136/bmj.k3794 
F 
1. Facebook.com/islamabadscene. (2017, November 11). Islamabad to soon become first 
model healthy city. Retrieved from https://www.islamabadscene.com/islamabad-to-soon-
become-first-model-healthy-city/ 
2. Falola, O, Wahab, B., (2014). Building Clean Cities in Nigeria: An Overview. Retrieved 
from 
https://www.academia.edu/27657745/Building_Clean_Cities_in_Nigeria_An_Overview 
3. Farquhar, J.W., (2001). Health Interventions: Community-based. International 
Encyclopedia of the Social & Behavioral Sciences. Retrieved from 
https://www.sciencedirect.com/topics/nursing-and-health-professions/healthy-city 
4. Faskunger JT. Active living in healthy cities. Journal of Urban Health (in press). doi: 
10.1007/s11524-011-9645-7 
 88 
5. Forsyth, A., Slotterback, C.S., & Krizek, K. (2010). Health impact assessment (HIA) for 
planners: What tools are useful? Journal of Planning Literature, 24(3), 231-245. 
6. Filion, P., Hoernig, H., Bunting, T., & Sands, G. (2004). The successful few: Healthy 
downtowns of small metropolitan regions. Journal of the American Planning Association, 
70(3), 328-344.  
7. Flynn, B., C., (1996). Healthy Cities: Toward Worldwide Health Promotion. Annu. Rev. 
Public Health.  
8. Ford, C., (2017). Slovenia has been named the greenest country in the world, and this is 
why. Retrieved from https://www.contiki.com/six-two/slovenia-has-been-named-the-
greenest-country-in-the-world-and-this-is-why/ 
9. Frumkin, H. (2003), Health, Equity and the Built environment. Environmental Health 
Perpectives, 113 (5).  
10. Frumkin, H., Lawrence, F., Jackson, R., (2004). Urban Sprawl and public health: 
Designing, planning and building for healthy communities. Washington. Island Press. 
G 
1. Gabriela, N., Anastasia, S., Luiz Antonio, M. (2010). A comparison between developed and 
developing countries in terms of urban land use change effects on nitrogen cycle: Paris and 
São Paulo metropolitan areas. EGU General Assembly 2010, held 2-7 May, 2010 in Vienna, 
Austria, p.135.  
2. Galea, S., Vlahov, D., (2005). Urban health: evidence, challenges, and directions.  Annual 
Review of Public Health .Vol. 26. Retrieved from 
https://www.annualreviews.org/doi/full/10.1146/annurev.publhealth.26.021304.144708?url_
ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org&rfr_dat=cr_pub%3Dpubmed 
3. Ghani, A., (2018). Lahore is losing its green cover – fast. Retrieved from 
http://www.technologyreview.pk/lahore-is-losing-its-green-cover-fast/ 
4. Giles-Corti, B., Vernez-Moudon, A., Reis, R., Turrell, G., Dannenberg, L., A., Badland H., 
Foster, S., Lowe, M., F-Sallis, Stevenson, M., Owen, N., (2016). Urban design, transport, and 
health 1 City planning and population health: a global challenge. http://dx.doi.org/10.1016/ 
S0140-6736(16)30066-6      
 89 
5. Glanz, K. (n.d). Social and Behavioral Theories. Retrieved from 
http://www.esourceresearch.org/eSourceBook/SocialandBehavioralTheories/12AuthorBiogra
phy/tabid/752/Default.aspx 
6. Global Burden of Disease Study (2017). The Lancet. Retrieved from 
http://www.healthdata.org/sites/default/files/files/policy_report/2019/GBD_2017_Booklet.pd
f 
7. Global Health Observatory (GHO) (2016). Top 10 causes of Death. Retrieved from 
https://www.who.int/gho/mortality_burden_disease/causes_death/top_10/en/ 
8. Global report on urban health (2016).  Equitable, healthier cities for sustainable development. 
World Health Organization and UN-Habitat: Geneva. 
9. Global Risk Report. (20115). The risks of rapid urbanization in developing countries. 
Retrieved from https://www.zurich.com/en/knowledge/topics/global-risks/the-risks-of-rapid-
urbanization-in-developing-countries 
10. Global Risk Report. (2018). Ed. 13. World Economic Forum.  
11. Glover, William, J. (2011). Making Lahore Modern. Constructing and Imagining a Colonial 
City. Karachi: Oxford University Press Pakistan 
12. Golden, S. D., & Earp, J. A. (2012). Social Ecological Approaches to Individuals and Their 
Contexts. Health Education & Behavior, 39(3), 364-372. doi:10.1177/1090198111418634      
13. Goldstein G, Novick R, Schaefer M. Housing, health and well-being: an international 
perspective. J Sociol Soc Welf 1990;17:161-81.  
14. Goumans, M., Springett, J., (1997). From projects to policy: `Healthy Cities' as a mechanism 
for policy change for health? Health promotion international. Oxford University Press. Vol. 

















15. Grant, M., (2010). Building health into our plans from the start: Report and review of the 
health impact assessment workshop on the Knowle West Regeneration Strategy; Wednesday 




16. Grant, M. (2015). European healthy city network phase V: patterns emerging for healthy 
urban planning. Health Promotion International, 30 (S1). i54-i70. ISSN 0957-4824 Available 
from: http://eprints.uwe.ac.uk/25655 
17. Green, G. Tsouros A. (2007). Evaluating the impact of Healthy Cities in Europe Italian 
Journal of Public Health. 
18. Green, G., Tsouros, A. (2008). City leadership for health; Summary evaluation of Phase IV 
of the WHO European Healthy Cities Network. WHO Europe. Retrieved from 
http://www.euro.who.int/__data/assets/pdf_file/0004/98257/E91886.pdf 
19. Greenberg MF, Popper F, West B, Krueckeberg D. Linking city planning and public health in 
the United States. J Plann Lit. 1994;8:235–239 
20. Gresh, E., (2017). Is urbanization in developing countries reshaping the world? Retrieved 
from https://borgenproject.org/urbanization-in-developing-countries/ 
21. Groetzinger, K., & Groetzinger, K. (2016, May 13). World Health Organization: People in 
80% of reporting cities are breathing harmful air. Retrieved from 
https://qz.com/682942/who-report-people-in-80-of-reporting-cities-are-breathing-harmful-
air/ 
22. Groote, P., de Jonge, R., Dekker, J. B. R., & de Vries, J. (1989). Urban planning in Lahore: a 
confrontation with real development. (30 ed.) (Onderzoeksverslagen; Vol. 30). Groningen: 
 91 
Rijksuniversiteit Groningen. Faculteit Ruimtelijke Wetenschappen. 






23. Government of the Punjab, Housing and Physical Planning Department, Master Plan for 
Greater Lahore (Lahore: Housing and Physical Planning Department, Government of the 
Punjab, 1973) 
24. Gruben, D., C., (2017). Urban Migration in Global south Cities. Retrieved from 
http://www.degruben.com/urban-migration-in-global-south-cities/      
     H 
1. Hallal, J. C. (1999). Introduction to the research process. Journal of Hospice & Palliative 
Nursing, 1(3), 108-114. doi:10.1097/00129191-199907000-00005 
2. Halpin, H. A., Morales-Suarez-Varela, M. M., & Martin-Moreno, J. M. (2010). Chronic 
disease prevention and the new public health. Public Health Reviews, 32(1), 120. Retrieved 
from https://search.proquest.com/docview/848717053 
3. Hameed, R. & Nadeem, O. (2007) Challenges of Implementing Urban Master Plans: The 
Lahore Experience. International Journal of Social Sciences, 1. 
4. Hancock T. Planning and creating healthy and sustainable cities: the challenge for the 21st 
century. Available at: http://www.who.dk/healthy-cities/hcppub.htm#Our_Cities.  
5. Hancock, T., (1987). Healthy cities: the Canadian Project. Health Promotion. 26:2-4 
6. Hancock, T., & Duhl, L. (1988). Promoting health in the urban context. WHO Healthy Cities 
Papers, 1. 
7. Hancock, T., (1993). The evolution, impact and significance of the health cities/healthy 
communities’ movement. Public Health Policy. 14:5-18. 
8. Hancock, T., (2014). The Little Idea That Could: A Global Perspective on Healthy Cities and 
Communities. Retrieved from https://doi.org/10.1002/ncr.21196 
9. Hankey, S., M., Julian, D., M. (2012). Environmental health perspectives. 120, 2; Materials 
science & engineering database pg. 247 
 92 
10. Haq, R., &  Arshid, N. Inequality and welfare by food expenditure components. The Pakistan 
Development Review 48 (4): Part II, 755- 
11. Haque, U., N., (2014). Pakistan Urbanization: Achieving Progress, Growth and Development 
through urban renewal. The Wilson Centre. Pakistan’s Urbanization. 
12. Harpham, T. Tanner, M., (1995). Urban Health in Developing Countries: Progress and 






13. Harpham, T., & Molyneux, C. (2001). Urban health in developing countries: A 
review. Progress in Development Studies, 1(2), 113-137. doi:10.1191/146499301701571408 
14. Harpham, T., Burton, S., Blue, I., (2001). Healthy city projects in developing countries: the 
first evaluation. Health Promotion International, Volume 16, Issue. Pages 111–
125, https://doi.org/10.1093/heapro/16.2.111 
15. Harpham, T., Tanner, M., (2013 Ed.). Urban Health in Developing countries. Progress and 
Prospects. Retrieved from file:///C:/Users/mahsaf/Downloads/9781315070698_preview.pdf 
16. Hasnain,K., (2012) “Experts see Flaws in Lahore’s Master Plan,” Dawn. 
17. Hassan, I. (2018). Rapid commercial conversion of agriculture land in Lahore Division, 
Pakistan. Adv. Life Sci. 5(4): 192-203. Retrieved from http://www.als-journal.com/548-18/ 
18. Hasse, J. E., & Lathrop, R. G. (2003) Land resource impact indicators of urban sprawl. 
Applied Geography, 23(2e3), pp. 159-17 




20. Health Safety at Work Act receives Royal Assent. (1974). Occupational Medicine, 24(4), 
136-137. doi:10.1093/occmed/24.4.136      
21. Health Promotion Glossary. (1998). The World Health Organization Geneva. Retrieved from 
https://www.who.int/healthpromotion/about/HPR%20Glossary%201998.pdf?ua=1 
 93 
22. Heinen, E., B. van Wee and K Maat (2010). Commuting by Bicycle: An overview of the 
literature. Transport Reviews. (30)59-96 
23. Herrick, C. Healthy cities of/ for the South. In: Parnell, S.; Oldfield, S. (Editors) Routledge 




24. Hewitt, S. and Grant, M. and Bristol Partnership. “Building health into our plans from the 
start: Report and review of the health impact assessment workshop on the Knowle West 
Regeneration Strategy.” NHS Bristol/Bristol City Council/University of the West of England, 
Bristol; 2010. (Available from: http://www.apho.org.uk/resource/item.aspx?RID=102036) 
25. Hollington, A., Tijo, S., Tobias, S., Oliver, T., (2015). Concepts of the Global south. Voices 
from around the world. Retrieved from https://kups.ub.uni-
koeln.de/6399/1/voices012015_concepts_of_the_global_south.pdf 
26. Howden-Chapman, P,  Lai, K-M,  Lim, C J,  Martins, J,  Osrin,  D,  Ridley, I,  Scott, I,  
Taylor, M, Wilkinson,  P  & Wilson,  J 2012a  Shaping  cities for  health:  complexity  and 
the  planning  of urban environments in the 21st century. The Lancet 379 2079-108 
27. Howard, F., “Urban sprawl and Public Health,” Public Health Reports 117, no. 3 (2002): 
201-217; Liming Zhou et al. “Evidence for a Significant Urbanization Effect on Climate in 
China,” Proceedings of the National Academy of Science 101, no. 26 (2004):9540–9544; 
28. Hruby, A., & Hu, F. B. (2015). The Epidemiology of Obesity: A Big 
Picture. PharmacoEconomics, 33(7), 673–689. https://doi.org/10.1007/s40273-014-0243-x 
29. Human Development Report. (2019). Inequalities in Human Development in the 21st 
Century. Briefing note for countries on the 2019 Human Development Report. Retrieved 
from http://hdr.undp.org/sites/all/themes/hdr_theme/country-notes/PAK.pdf 
30. Husk, K., Lovell, R., Cooper, C., Stahl-Timmins, W., & Garside, R. (2016). Participation in 
environmental enhancement and conservation activities for health and well-being in adults: A 
review of quantitative and qualitative evidence. The Cochrane Database of Systematic 
Reviews, (5), CD010351. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/27207731 
I 
 94 
1. Ibrahim, M., & Riaz, S. (2018). Lahore growth - Past and future. Retrieved from 
http://urbanunit.gov.pk/Upload/Photos/Urban%20Gazette%20Issue%202018.pdf 
2. Imdad, H., (2013). “Urbanization without Urbanism: Anti-urbanism and Small Towns of the 
Punjab”. THAAP Journal 2013: Life in Small Towns, pp 
3. Ingram (1998). The Expanding City: Dispersal as a World Phenomenon. Washington, World 
bank.  
4. Institute of Medicine. Rebuilding the Unity of Health and the Environment: A New Vision of 
Environmental Health for the 21st Century. Washington, DC: National Academy 
Press; 2001. Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/23035313 
5. Integrated Master Plan of Lahore (IMPL)-2021. (2006). Retrieved from 
http://uu.urbanunit.gov.pk/Documents/Publications/0/99.pdf 
6. Islam, A., (2016). LAHORE VISION 2035. PROGRAM DESIGN FORPOLICY, 





1. James F Sallis, Fiona Bull, Ricky Burdett, Lawrence D Frank, Peter Griffiths, Billie Giles-
Corti, & Mark Stevenson. (2016). Use of science to guide city planning policy and practice: 
How to achieve healthy and sustainable future cities. The Lancet, 388(10062), 2936-2947. 
doi:10.1016/S0140-6736(16)30068-X 
2. John P. Elder, Leslie Lytle, James F. Sallis, Deborah Rohm Young, Allan Steckler, Denise 
Simons-Morton, Elaine Stone, Jared B. Jobe, June Stevens, Tim Lohman, Larry Webber, 
Russell Pate, Brit I. Saksvig, Kurt Ribisl, A description of the social–ecological framework 
used in the trial of activity for adolescent girls (TAAG), Health Education Research, Volume 
22, Issue 2, April 2007, Pages 155–165, https://doi.org/10.1093/her/cyl059 
3. Jütting, J. and de Laiglesia, J. (2009) Is Informal Normal? Towards More and Better Jobs in 
Developing Countries, OECD Publishing, Paris. 
4. Justus J. Randolph. (2009). A guide to writing the dissertation literature review. Practical 




1. Kacowicz, A. (2007). Globalization, Poverty, and the North-South Divide. International 
Studies Review, 9(4), 565-580. Retrieved from http://www.jstor.org/stable/4621860 
2. Kenzer, M., (2000). Healthy Cities: A Guide to the Literature. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1308727/pdf/pubhealthrep00022-0177.pdf 
3. Khokar, M. F, (2017). SMOG (OKE) choked the life in the City of Lahore, Pakistan as air 
pollution hits the Hazardous levels. National University of science and Technology. 
Retrieved from https://www.acom.ucar.edu/webt/ACAM/2017/0605morning/2nd-
part/6.3rdACAM2017_Khokhar.pdf 
4. Klaus D. Plümer, Lynne Kennedy, Alf Trojan; Evaluating the implementation of the WHO 
Healthy Cities Programme across Germany (1999–2002), Health Promotion International, 
Volume 25, Issue 3, 1 September 2010, Pages 342–
354, https://doi.org/10.1093/heapro/daq028 
5. Klein-Rosenthal, J. E., Sclar, E. D., Kinney, P. L., Knowlton, K., Crauderueff, R., & Brandt-
Rauf, P. W. (2007). Links between the built environment, climate and population health: 
Interdisciplinary environmental change research in New York City. Retrieved 
from http://nrs.harvard.edu/urn-3:HUL.InstRepos:17462976 
6. Kirk, S.F.L., T.L. Penney and T.L.F. McHugh (2010). Characterizing the obesogenic 
environment: The state of the evidence with directions for future research. Obesity Reviews 
11(2): 109-117. 
7. Kramer, D. H., (1942). "History of the public health movement in the United States, 1850 to 
1900." PhD (Doctor of Philosophy) thesis, State University of Iowa. 
https://doi.org/10.17077/etd.yzt6p53x       
8. Krieger, J., & Higgins, D. L. (2002). Housing and health: time again for public health 
action. American journal of public health, 92(5), 758–768. doi:10.2105/ajph.92.5.758 
9. Kumar, S., Sharma, A., Sood, A., & Kumar, S. (2016). Urban health in india. Journal of 
Health Management, 18(3), 489-498. doi:10.1177/0972063416651608 
10. Kummu, M., Varis, O, (2010). The world by latitudes: A global analysis of human 
population, development level and environment across the north–south axis over the past half 
century. Applied Geography, Volume 31, Issue 2, Pg- 495-507 
 96 
https://doi.org/10.1016/j.apgeog.2010.10.009. Retrieved from 
https://www.sciencedirect.com/science/article/abs/pii/S0143622810001244      
L 
1. Lahore Development Authority, Lahore Urban Development and Traffic Study (Lahore 
Development Authority, 1980).      
2. LDA, Integrated Master Plan for Lahore (LDA, Trans.) (2004) .(Vol. 1: Existing Scenario). 
Lahore: National Engineering Services Pakistan.Pp, 34- 37      
3. Lawrence, R., Fudge, C., (2009). Healthy Cities in a global and regional context. Retrieved 
from https://pdfs.semanticscholar.org/6388/7a26d344fb331e821316eca8142a22eed151.pdf 
4. Leeuw, E., Duhl, L. & O'Neill, M. (2010). Healthy cities. In R. Hutchison (Ed.), 
Encyclopedia of urban studies (pp. 349-351). Thousand Oaks, CA: SAGE Publications, Inc. 
doi: 10.4135/9781412971973.n131 
5. Leeuw, E., (2011). Do Healthy Cities Work? A Logic of Method for Assessing Impact and 
Outcome of Healthy Cities. Journal of urban health: bulletin of the New York Academy of 
Medicine. 89. 217-31. 10.1007/s11524-011-9617-y. 
6. Lerner. J., (2017). How urban planning can improve public health. A growing movement 
looks to change development patterns; as a matter of public health. Retrieved from 
https://psmag.com/environment/how-urban-planning-can-improve-public-health-11408 
7. Lipp, A., Winters, T., & de Leeuw, E. (2013). Evaluation of partnership working in cities in 
phase IV of the WHO Healthy Cities Network. Journal of urban health : bulletin of the New 
York Academy of Medicine, 90 Suppl 1(Suppl 1), 37–51. doi:10.1007/s11524-011-9647-5 
8. Liyang (2011). Three main types of urban sprawl. Retrieved from http://urban-regional-
design.blogspot.com/2011/11/three-main-types-of-urban-sprawling.html 
9. Luis Schwab, G., Tetu Moyses, S., Franca, B. H. S., Werneck, R. I., Frank, E., & Moyses, S. 
J. (2015). RESEARCH ARTICLE: Healthy cities fighting against chronic 
conditions. Environmental Practice, 17(1), 16-24. doi:10.1017/S1466046614000477 
M 
1. Macfarlane, R., G., Wood, L., P., Campbell, M., E., (2015). Healthy Toronto by Desing: 
Promoting a healthier built environment. Public Health. 
 97 
2. Malik, A. (2013). Policy Options for Financing Urban Transportation in Resource 
Constrained Environments: The Case of Lahore, Pakistan. The Pakistan Development 
Review, 52(2), 139-155. Retrieved from http://www.jstor.org/stable/24397932 
3. Mara, D., Lane, J., Scott, B., & Trouba, D. (2010). Sanitation and health. PLoS 
medicine, 7(11), e1000363. doi:10.1371/journal.pmed.1000363 
4. Masood, M., Khan, M., Naqvi, H. (2011). Transportation Problems in Developing Countries 
Pakistan: A Case-in-Point. International Journal of Business and Management. 6. 
10.5539/ijbm.v6n11p256.      
5. Mathee, A., Von-Schirnding, Y., M. Pick, W., (2000). Johannesburg: an African healthy city. 
Retrieved from http://www.cct-freiburg.de/who/cross_sectoral/documents/draft2.pdf 
6. McAndrews, C., & Marcus, J. (2014). Community-Based Advocacy at the Intersection of 
Public Health and Transportation: The Challenges of Addressing Local Health Impacts 
within a Regional Policy Process. Journal of Planning Education and Research, 34(2), 190–
202. https://doi.org/10.1177/0739456X14531624 
7. McCann J, E. (2011). Urban policy mobilities and global circuits of knowledge: Toward a 
research agenda. Retrieved from 
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.573.3503&rep=rep1&type=pdf 
8. McKeown R. E. (2009). The Epidemiologic Transition: Changing Patterns of Mortality and 
Population Dynamics. American journal of lifestyle medicine, 3(1 Suppl), 19S–26S. 
https://doi.org/10.1177/1559827609335350 
9. McLaren L, Hawe P. Ecological perspectives in health research. Journal of Epidemiology 
and Community Health. 2005;59(1):6–14. pmid:15598720 
10. McMichael, A. J. (2000). The urban environment and health in a world of increasing 
globalization: Issues for developing countries. Bulletin of the World Health 
Organization, 78(9), 1117-1126. doi:10.1590/S0042-96862000000900007 




12. McMichael. A., J., & Githeko, A., (2001) “Human Health,” in Climate Change 2001: 
Impacts, Adaptation and Vulnerability, eds. J. J. McCathy et al (Cambridge: Cambridge 
University Press), 451–485.      
13. Meehan, L. A., & Whitfield, G. P. (2017). Integrating Health and Transportation in 
Nashville, Tennessee, USA: From Policy to Projects. Journal of transport & health, 4, 325–
333. 
14. Melosi, MV. (2000). the Sanitary City: Urban Infrastructure in America from Colonial 
Times to the Present. Baltimore, Md: Johns Hopkins University Press. 
15. Meltzer, S., (2013). Ten Reasons Cities Need Urban Planning. Urban Times. Retrieved from 
http://urbantimes.co/2013/07/ten-reasons-cities-need-urban-planning/ 
16. Meltzer, S., (2013). Ten Reasons Cities Need Urban Planning. Urban Times. Retrieved from 
http://urbantimes.co/2013/07/ten-reasons-cities-need-urban-planning/ 
17. Merchant, S., (2017). Analyzing the City Urban Form of Lahore, Pakistan through its 
evolution. 10.13140/RG.2.2.22074.80328. 
18. Mignolo, W. (2011). The Global south and World Dis/Order. Journal of Anthropological 
Research, 67(2), 165-188. Retrieved from http://www.jstor.org/stable/41303282 
19. Ministry of Municipal Affairs and Housing & Ontario Professional Planners Institute. (2009). 
Planning by design: A healthy communities handbook. Toronto, ON: Ministry of Municipal 
Affairs and Housing. 
20. Mufamadi, A., (2015). Cities in the Global south: crucibles of change. Communication and 
Marketing Department. University of Cape Town. Retrieved from 
https://www.uct.ac.za/usr/press/2015/MediaRelease-12October2015b.pdf      
21. Motevalian, Abbas. (2009). Healthy cities experience in Iran; A national evaluation study.      
22. Mayson S. (2018). Public health and Sanitation in Colonial Lahore, 1849-1910. Waterloo. 
Canada. Retrieved from 
https://uwspace.uwaterloo.ca/bitstream/handle/10012/13688/Sheikh_Maysoon.pdf?sequence
=1&isAllowed=y      
N 
1. Nadeem, O., and Hameed, R., (2005), “Haphazard Commercialization: A Potential Threat to 
Sustainable Commercial Development in Metropolitan Cities? The Case of Lahore,” 
 99 
Proceeding of International Conference on Environmentally Sustainable Development, 
Abbottabad, Pakistan. 
2. Nashville Area MPO. About the MPO. Nashville TN: Nashville Area MPO; Dec 5, 2016. 
Available from: http://www.nashvillempo.org/about_mpo/  
3. National Action Plan for Prevention and Control of Non-Communicable Diseases and Health 
Promotion in Pakistan. Islamabad, Pakistan: tripartite collaboration of the Ministry of Health, 
Government of Pakistan; WHO, Pakistan office, and Heartfile; 2004.      
4. NESPAK (2004) Integrated Master Plan for Lahore-2021. National Engineering Services 
Pakistan (Pvt) LTD.      
5. Niazi, H.M., (2017). Islamabad registered in Healthy City Programme Network of WHO. 
Retrieved from https://www.islamabadscene.com/islamabad-to-soon-become-first-model-
healthy-city/ 
6. North–South divide. (2019, June 20). Retrieved from https://en.wikipedia.org/wiki/North–
South_divide. 
O 
1. Odeh, L., E. (2010).  A comparative analysis of global north and global south economies. 
Journal of Sustainable Development in Africa.;12(3):338-348. Clarion University of 
Pennsylvania, Clarion, Pennsylvania 
2. Okoli, C. (2015). A guide to conducting a standalone systematic literature 
review. Communications of the Association for Information Systems, 37 Retrieved 
from https://hal.archives-ouvertes.fr/hal-01574600 
3. Ompad, D. C., Galea, S., Caiaffa, W. T., & Vlahov, D. (2007). Social determinants of the 
health of urban populations: methodologic considerations. Journal of urban health : bulletin 
of the New York Academy of Medicine, 84(3 Suppl), i42–i53. doi:10.1007/s11524-007-9168-
4 
4. Omran A. R. (2005). The epidemiologic transition: a theory of the epidemiology of 
population change. 1971. The Milbank quarterly, 83(4), 731–757. 
https://doi.org/10.1111/j.1468-0009.2005.00398.x 
5. Onodugo, V. A., Ezeadichie, N., H., (2019). Future Planning of Global South Cities with 
Inclusive Informal Economic Growth in Perspective [Online First], IntechOpen, DOI: 
10.5772/intechopen.89145. Available from: https://www.intechopen.com/online-first/future-
planning-of-global-south-cities-with-inclusive-informal-economic-growth-in-perspective 
 100 
6. Organisation for economic co-operation and development (OECD) (2007). Infrastructure to 
2030 volume 2 mapping policy for electricity, water AND TRANSPORT. Retrieved from 
http://www.oecd.org/futures/infrastructureto2030/40953164.pdf 
7. Otgaar, A., Klijs, J., Berg, L., V., D. (2016). Towards Healthy Cities: Comparing Conditions 







1. Pakistan Demographic Profile (2014). Retrieved from: http://www. 
indexmundi.com/pakistan/demographics_profile. html  
2. Pakistan Bureau of Statistics (2017). Lahore Census Report 
3. Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., & Hoagwood, K. 
(2015). Purposeful Sampling for Qualitative Data Collection and Analysis in Mixed Method 
Implementation Research. Administration and Policy in Mental Health and Mental Health 
Services Research, 42(5), 533–544. https://doi.org/10.1007/s10488-013-0528-y 
4. Parnell, S. & Walawege, R. (2011) Sub-Saharan African urbanisation and global 
environmental change. Global Environmental Change, 21, pp. S12–S20. 
5. Parnell, S., Robinson, J. (2013).  (Re) theorizing Cities from the Global south: Looking 
Beyond Neoliberalism. https://doi.org/10.2747/0272-3638.33.4.593Pages 593-617  
6. PCEMF. (2011). Slum population. Retrieved from http://www.pcemf.org/better_living.htm 
7. Perdue, W. C., Stone, L. A., & Gostin, L. O. (2003). The built environment and its 
relationship to the public's health: the legal framework. American journal of public 
health, 93(9), 1390–1394. doi:10.2105/ajph.93.9.1390 
8. Parves Rana, M. (2009), "Sustainable city in the global North and South: goal or 
principle?", Management of Environmental Quality, Vol. 20 No. 5, pp. 506-
521. https://doi.org/10.1108/14777830910981195 
9. Peterson, A., (1996). The ‘healthy ‘city, expertise, and the regulation of space. Health & 




10. Phoolcharoen (2003). Development of health impact assessment in Thailand: recent 
experiences and challenges. Bulletin of the World Health Organization, 81 (6). 
11. Pisano, I., & Lubell, M. (2017). Environmental behavior in cross-national 
perspective. Environment and Behavior, 49(1), 31-58. doi:10.1177/0013916515600494 
12. Pilkington, P., Grant, M., Orme, J. (2008). Promoting integration of the health and built 
environment agendas through a workforce development initiative. Public health. 122. 545-51. 
10.1016/j.puhe.2008.03.00 
13. Plans on transport, health, & environment. Developing national action 
14. Pleasant, A., Scanlon, M. M., & Pereira-Leon, M. (2013). Literature review: Environmental 
design and research on the human health effects of open spaces in urban areas. Human 
Ecology Review, 20(1), 36-49,67. Retrieved from 
http://search.proquest.com.proxy.lib.uwaterloo.ca/docview/1511435969?accountid=14906 
15. Plumer,K. D., Kennedy,L.,& and Trojan, A. (2010) ‘Evaluating the implementation of the 
WHO Healthy Cities Programme across Germany (1999-2002)’. Health Promotion 
International 25(3), 342-354 is available online at http://dx.doi.org/10.1093/heapro/dam045      
16. Prasad, A., Gray, C. B., Ross, A., & Kano, M. (2016). Metrics in urban health: Current 
developments and future prospects. Annual Review of Public Health, 37(1), 113-133. 
doi:10.1146/annurev-publhealth-032315-021749 
17. Price, C., Tsouros, A. (ed.) (1996). Our Cities, Our Future: Policies and Action Plans for 
Health and Sustainable Development. Retrieved from 
http://www.euro.who.int/__data/assets/pdf_file/0010/100999/wa38096OU.pdf 
18. Project Summary Information (PSI) (2018). Lahore Water and Wastewater Management 
Project. Retrieved from 
https://www.aiib.org/en/projects/proposed/2018/_download/lahore/PSI-Lahore-Water-and-
Wastewater-Concept-Stage-4-May-2018.pdf 
19. Pucher, J., Buehler, R., Bassett, D. R., & Dannenberg, A. L. (2010). Walking and cycling to 
health: a comparative analysis of city, state, and international data. American journal of 
public health, 100(10), 1986–1992. doi:10.2105/AJPH.2009.189324 
Q 
 102 
1. Qadeer, M. A. (1983) Urban Development in the Third World: Internal Dynamics of Lahore, 
Pakistan, New York, NY, Praeger. 
2. Qadeer, M. (2004). Guest editorial: urbanization by implosion, Habitat international, 28, pp-
1-12. 
3. Qureshi, M. F., Rajabifard, A., Olfat, H., (n.d.). Facilitating Urban Planning and 
Management at Local Level through the Development of SDI (Case Study of Lahore - 




1. Rajshahi: the city that took on air pollution – and won”, Guardian (2016) Retrieved from 
https://www.theguardian.com/world/2016/jun/17/rajshahi-bangladesh-city-air-pollution-won. 
2. Rashmi M. (1979) Environmental problems of developing countries. 
3. Rebecchi, A., Buffoli, M., Dettori, M., Appolloni, L., Azara, A., Castiglia, P., D’Alessandro, 
D., Capolongo, S. (2019). Walkable Environments and Healthy Urban Moves: Urban Context 
Features Assessment Framework Experienced in Milan. Retrieved from 
file:///C:/Users/mahsaf/Downloads/sustainability-11-02778.pdf 
4. Reubi, D., Herrick, C., & Brown, T. (2016). The politics of non-communicable diseases in the 
global south. Health & place, 39, 179–187. doi:10.1016/j.healthplace.2015.09.001. Retrieved 
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4889786/ 
5. Riaz, R., & Hamid, K. (2018). Existing Smog in Lahore, Pakistan: An Alarming Public Health 
Concern. Cureus, 10(1), e2111. doi:10.7759/cureus.2111 
6. Roberts, C., L., (2017). Global south Communities and Urbanization. Retrieved from 
https://research.cornell.edu/news-features/global-south-communities-and-urbanization 
7. Rosenshein, L. and N. Waters (2009). The effect of healthy food accessibility on childhood 
obesity, Fairfax. VA. 
8. Roux, D., A., V., (2001). Community Health. Retrieved from 
https://www.sciencedirect.com/topics/nursing-and-health-professions/healthy-city 
9. Royal Geographical Society (RGS), (n.a). A 60 Second Guide to. The Global North/South 
Divide. Retrieved from https://www.rgs.org/CMSPages/GetFile.aspx?nodeguid=9c1ce781-
9117-4741-af0a-a6a8b75f32b4&lang=en-GB 
 103 
10.  Ryan, F., Coughlan, M., & Cronin, P. (2007). Step-by-step guide to critiquing research. part 2: 
Qualitative research. British Journal of Nursing, 16(12), 738-744. 
doi:10.12968/bjon.2007.16.12.23726 
11. Rydin, Y, Bleahu, A, Davies, M, Dávila, J D, Friel, S, De Grandis, G, Groce, N, Hallal, P C, 
Hamilton, I, Howden-Chapman, P,  Lai, K-M,  Lim, C J,  Martins, J,  Osrin,  D,  Ridley, I,  
Scott, I,  Taylor, M, Wilkinson,  P  & Wilson,  J 2012a  Shaping  cities for  health:  complexity  
and the  planning  of urban environments in the 21st century. The Lancet 379 2079-108      
S 
1. Sabri B. Thirty years of primary health care in the Eastern Mediterranean region. East 
Mediterr Health J. 2008; 14 Suppl: S12–4. PMID:19205600 
2. Sadaf, M. (2017). Lahore: The world’s second most populated city. Samaa news. Retrieved 
from https://www.samaa.tv/opinion/2017/11/lahore-worlds-second-populated-city/ 
3. Sagar, A., Balakrishnan, K., Guttikunda, S., Roychowdhury, A., R. Smith, K. (2016). India 
Leads the Way: A Health-Centered Strategy for Air Pollution. Environmental Health 
Perspectives. 124. 10.1289/EHP90. 
4. Sallis J., F., Floyd, M., F., Rodríguez, D., A., Saelens, B., E. (2012) Role of built 
environments in physical activity, obesity, and cardiovascular 
disease. Doi:  10.1161/CIRCULATIONAHA.110.969022 
5. Sattam, A. (2007). Current 'Healthy Cities and Communities' Movements in Thailand. 
Retrieved from https://international.ucla.edu/institute/event/5884 
6. Samad, Z. (2019). Got asthma and heart problems? Our badly designed cities might be to 
blame. Dawn News. Retrieved from https://www.dawn.com/news/14621800 




8. Schlüter, M., Baeza, A., Dressler, G., Frank, K., Groeneveld, J., Jager, W., Janssen, M.A., 
McAllister, R.R.J., Müller, B., Oracha, K., Schwarzh, N., and Wijermans, N. 2017. A 
framework for mapping and comparing behavioural theories in models of social-ecological 
systems. Ecological Economics: 131: 21–35 
 104 
9. Scott, J., (2015). The risks of rapid urbanization in developing countries. Retrieved 
fromhttps://www.zurich.com/en/knowledge/articles/2015/01/the-risks-of-rapid-urbanization-
in-developing-countries. 
10. Seasons, M. (2018b). PLAN 710 Literature Review Basics, (2018), retrieved from PLAN 710 
Learn site (https://learn.uwaterloo.ca/d2l/le/content/360209/viewContent/2048666/View). 
11. Sebastian, V, H., (2020). HEALTHY CITIES for embedding health in urban planning 
policies. Retrieved from https://urbact.eu/healthy-cities-embedding-health-urban-planning-
policies. 
12. Seekings, Jeremy (2013). “Urban Theory, the Dream and its Limits”. Lecture given on 26th 
October 2013 at RC21 Conference, IJURR, Berlin.  
13. Seto, K. C., Fragkias, M., & Gu, B. (2011). A meta-analysis of global urban land expansion. 
PloS One, 6(8), pp. 23-77 
14. Senior Living Development: Strategic Plan vs. Master Plan. (2019, August 27). Retrieved 
from https://www.senior-living-development.com/difference-strategic-plan-master-plan/ 
15. Shadpour, K., (1996). The Healthy Cities Project in the Islamic Republic of Iran. Retrieved 
from https://www.ncbi.nlm.nih.gov/pubmed/12178487 
16. Shanghai Consensus on Healthy Cities (2016). 9th Global conference on Health Promotion. 
Retrieved from https://www.who.int/healthpromotion/conferences/9gchp/9gchp-mayors-
consensus-healthy-cities.pdf?ua=1 
17. Sheikh, M., (2010). “They’ll be the death of you: Indian prostitutes, colonial anxieties, and 
the medicalization of space, 1860-1900” (master’s thesis, McMaster University, 2010). 
18. Siddiqui, S., Mehfooz, B. (2017). Influence of Housing Quality on Public Health in Lahore, 
Pakistan. Department of Geography, University of the Punjab, Quaid-e-Azam Campus, 
Lahore, Pakistan. Retrieved from http://www.paspk.org/wp-
content/uploads/2017/09/In%EF%AC%82uence-of-Housing-Quality.pdf 
19. Siegel F.R. (2019) Master Plans to Meet Basic Public Health Needs for Projected Growth in 
Urban Populations. In: Cities and Mega-Cities. SpringerBriefs in Geography. Springer, 
Cham. Doi:https://doi.org/10.1007/978-3-319-93166-1_7 




21. Smart, A. and Smart, J. (2003) Urbanization and the global perspective, Annual Review of 
Anthropology, 32(1), pp. 263–285. 
22.  Solomon, G. M., Morello-Frosch, R., Zeise, L., & Faust, J. B. (2016). Cumulative 
environmental impacts: Science and policy to protect communities. Annual Review of Public 
Health, 37(1), 83-96. doi:10.1146/annurev-publhealth-032315-021807 
23. Srinivasan, S., O'Fallon, L. R., & Dearry, A. (2003). Creating healthy communities, healthy 
homes, healthy people: Initiating a research agenda on the built environment and public 
health. American Journal of Public Health, 93(9), 1446-1450. doi:10.2105/AJPH.93.9.1446 
24. Stephens, S., Satterthwaite, D., (2008). Urban Health in Developing Countries. International 
Encyclopedia for public Health. Retrieved from 
https://www.sciencedirect.com/topics/nursing-and-health-professions/healthy-city 
25. Story, M., B. Giles-Corti, A. L. Yaroch, S. Cummins, L. D. Frank, T. T. Huang and L. B. 
Lewis (2009). “Work Group Iv: Future Directions for Measures of the Food and Physical 
Activity Environments. American Journal of Preventive Medicine 36: S182-188. 
T 
1. Tacolli, C. (1988) Rural-Urban Interactions: A guide to the literature, Environment and 
Urbanisation, 10(1). pp. 76-89. 
2. Tavernise, S., (2014). Chronic diseases are killing more in poorer countries. Retrieved from 
https://www.nytimes.com/2014/12/04/world/asia/chronic-diseases-are-killing-more-in-
poorer-countries.html. 
3. The Challenge of Slums: Global Report on Human Settlements. (Ed. 2010). Chapter 1: 
Development Context and the Millennium Agenda. Retrieved from https://unhabitat.org/wp-
content/uploads/2003/07/GRHS_2003_Chapter_01_Revised_2010.pdf 
4. The World Bank. (2015). Master Planning. Retrieved fromhttps://urban-
regeneration.worldbank.org/node/51 
5. Three Years Rolling Plan. District Lahore, Government of the Punjab (2010-2013). 
6. Toor, P., Cox, J., Wyckoff, M., Fedewa, R., Severn, S., (2014). A Guidebook to Community 
Engagement: Involving Urban and Low-Income Populations in an Environmental Planning 




7. Tongco, M.D.C., (2007) Purposive Sampling as a Tool for Informant Selection. Retrieved 
from http://journals.sfu.ca/era/index.php/era/article/view/126/111 




9. Trefzer, A., Jackson, J., McKee, K., & Dellinger, K. (2014). Introduction: The Global south 
and/in the Global North: Interdisciplinary Investigations. The Global south, 8(2), 1-15. 
doi:10.2979/globalsouth.8.2.1. 
10. Tsouros, A., ed. (1990). WHO Healthy Cities Project: a project becomes a movement. 
Copenhagen/Milan, FADL/Sogess. 
11. Tulchinsky, T., H., Varavikova, E., A, (2014). Environmental and Occupational Health. 
Retrieved from https://www.sciencedirect.com/topics/nursing-and-health-
professions/healthy-city 
12. Tulchinsky, T., H., Varavikova, E., A, (2014). Expanding the Concept of Public Health. The 
New Public Health (Ed.3). Retrieved from https://www.sciencedirect.com/topics/nursing-
and-health-professions/healthy-city 
U 
1. United Nations (1992). AGENDA 21. United Nations Conference on Environment & 
Development Rio de Janerio, Brazil. Retrieved from 
https://www.un.org/en/development/desa/population/migration/generalassembly/docs/globalc
ompact/A_CONF.151_26_Rev.l_Vol.%20l_Agenda.pdf 
2. United Nation Centre for Human Settlements (Habitat). (2001). General Assembly, Special 
Session for an overall review & appraisal of the implementation of the Habitat Agenda New 
York. Retrieved from https://www.un.org/ga/Istanbul+5/bg10.htm 
3. UN-Habitat (2003). The challenge of slums: Global report on human settlements 2003. 
Retrieved from http://www.unhabitat.org/pmss/getElectronicVersion.aspx? 
nr1⁄41156&alt1⁄41. 
4. United Nations Development Programme (2004). “Forging a Global south,” United Nations 
Day for South-South Cooperation. 
 107 
5. United Nations (2011). Political Declaration of the High-Level Meeting of the General 
Assembly on the Prevention and Control of Non-Communicable Diseases. United Nations, 
New York. 
6. UNDP (2013). Addressing the Social Determinants of Non-Communicable Diseases. UNDP, 
New York. 
7. UN (2015) World Urbanization Prospects: The 2014 Revision. Highlights. New York: 
United Nations Population Division. 
8. United Nations (2016). Department of Economic and Social Affairs, Population Division. 
The World’s Cities in 2016 – Data Booklet (ST/ESA/ SER.A/392). Source: 
https://www.un.org/en/development/desa/population/publications/pdf/urbanization/the_world
s_cities_in_2016_data_booklet.pdf. 
9. UN (2016) The World’s Cities in 2016. Booklet Series. New York: United Nations 
Population Division. Available at: 
http://www.un.org/en/development/desa/population/publications/pdf/urbanization/ 
the_worlds_cities_in_2016_data_booklet.pdf. 
10. United Nations Development Programme (2019). Human Development Reports. Pakistan. 
Retrieved from http://hdr.undp.org/en/countries/profiles/PAK. 
11. United Nations (UN) (2019). Least developed countries (LDCS). Retrieved from 
https://www.un.org/development/desa/dpad/least-developed-country-category.html. 
12. Urban Land Institute. Intersections: Health and the Built Environment. Washington, D.C.: 
Urban Land Institute, 2013. 
13. Urban Unit (2006) Website: http://www.urbanunit.gov. Pk/Home.aspx. 
V 
1. Vernon, M., J., (1879) “On Public Parks and Gardens,” in the Sanitary Record: A Journal of 
Public Health ed. Ernest Hart (London: Smith, Elder & Co.,), 9: 321. 
2. Vlahov, D., Gibble E., Freudenberg, N., Galea, S. (2004). Cities and Health: History, 
Approaches, and Key Questions, academic Medicine. 79 (2). 
3. Vygotsky LS. Mind in society: The development of higher psychological processes: Harvard 
university press; 1980. 
W 
 108 
1. Wahid, A., W., (2015). Water issue in Lahore. The Nation. Retrieved from 
https://nation.com.pk/03-Feb-2018/water-issue-in-lahore. 
2. Walls, K., Boulic, M., & Boddy, J. (2016). The built Environment—A missing “Cause of the 
causes” of non-communicable diseases. International Journal of Environmental Research 
and Public Health, 13(10), 956. doi:10.3390/ijerph13100956. 
3. Watson, V. (2009). Seeing from the South: Refocusing Urban Planning on the Globe's 
Central Urban Issues. Urban Studies, 46(11), 2259-2275. Retrieved May 31, 2020, from 
www.jstor.org/stable/43198476 
4. Watson, V. (2016). Shifting Approaches to Planning Theory: Global North and South. 
Retrieved from https://www.cogitatiopress.com/urbanplanning/article/view/727/727 
5. Werna, E., Harpham, T., Blue, I., Goldstein, G., (2013). Healthy City Projects in Developing 
Countries An International Approach to Local Problems. Retrieved from 
file:///C:/Users/mahsaf/Downloads/9781315071039_preview.pdf 
6. Wernham, A and Teutsch, S. (2015). Health in all policies for big cities. J Public Health 
Management Practice, 21(1 Supp), S56–S65. 
7. WHO. (1988). From Alma-Ata to the year 2000: reflections at the midpoint. Geneva: World 
Health Organization; 1988 
(http://apps.who.int/iris/bitstream/handle/10665/39323/9241561246_eng.pdf?sequence=1&is
All owed=y, accessed 10 October 2018).  
8. WHO (1995). Building a Healthy City: A Practitioners Guide - a Step by-Step Approach to 
Implementing Healthy City Projects in Low-Income Countries WHO, Geneva, Switzerland. 
9. WHO (1997). Jakarta Declaration on Leading Health Promotion into 21st Century. Retrieved 
from http://www.who.int/hpr/NPH/docs/jakarta_declaration_en.pdf. 
10. WHO (1998). Health Promotion Glossary. Geneva. Retrieved 
fromhttps://www.who.int/healthpromotion/about/HPR%20Glossary%201998.pdf 
11. WHO-EMRO (1998). Healthy Cities; Guidelines for the development of healthy cities 
projects and activities. Retrieved from https://apps.who.int/iris/handle/10665/197883 
12. WHO-Europe (1999) Healthy Cities and the City Planning Process. WHO Regional Office 
for Europe. Copenhagen. 
 109 
13. World Health Organization (1999). Health21: the health for all policy framework for the 
WHO European Region. Retrieved from 
http://www.euro.who.int/__data/assets/pdf_file/0010/98398/wa540ga199heeng.pdf. 
14. WHO-WPR. (2000). Regional guidelines for developing a healthy cities project. Retrieved 
from https://apps.who.int/iris/rest/bitstreams/923158/retrieve  
15. WHO-Europe (2003). Healthy Cities around the world; an overview of the Healthy Cities 
movement in the six WHO regions. Internationals Healthy Cities Conference, Belfast, 
Northern Ireland, United Kingdom. Retrieved 
from  http://www.euro.who.int/__data/assets/pdf_file/0015/101526/healthycityworld.pdf 
16. WHO/EMRO (2005). Report on the workshop of healthy cities programmes in gulf 
cooperation council countries, Cairo 
17.  WHO/EMRO. (2007). Training manual for the healthy city programme. Retrieved from 
http://applications.emro.who.int/dsaf/dsa787.pdf 
18. WHO/UN-HABITAT. (2009). Hidden Cities:  Unmasking and Overcoming Health Inequities 
in Urban Settings. WHO/ UN-HABITAT, Kobe/ Nairobi. 
19. WHO/EMRO. (2009a). Community based initiatives. Retrieved from 
20. WHO/EMRO. (2010). A short guide to implementing healthy city programme. Retrieved 
from 
21. WHO (2011). Health in the green economy: health co-benefits of climate change mitigation – 
housing sector. Geneva.  
22. World Health Organization. Global status report on non-communicable diseases 2010. 
WHO, Geneva 2011 http://whqlibdoc.who.int/publications/2011/9789240686458_eng.pdf  
23. World Bank, 2011. The Growing Danger of Non-Communicable Diseases: Acting Now to 
Reverse Course. World Bank, Washington, DC. 
24. World Health Organisation 2011World Health Organisation, 2011. Metrics: disability-
adjusted life year (DALY) [online]. Geneva: WHO. Available 
from:http://www.who.int/healthinfo/global_burden_disease/metrics_daly/en/. 
25. WHO-Centre for health Development (2012). Urban health equity assessment and response 
tool (urban HEART).  
26. WHO/EMRO. (2012d). Good practices in delivery of primary health care in urban settings. 
Community based initiative.  
 110 
27. WHO/EMRO. (2013b). Regional healthy cities network. 
28. WHO. (2014). Not merely the absence of disease. Twelfth general programme of work 2014-
2019. Retrieved from http://www.searo.who.int/nepal/12gpw_2014-2019_eng.pdf?ua=1. 
29. World Bank (2016). Cause of death, by non-communicable diseases (% of total). Retrieved 
from https://data.worldbank.org/indicator/SH.DTH.NCOM.ZS. 
30. WHO (2016). Health as the Pulse of the New Urban Agenda. United Nations Conference on 
Housing and Sustainable Urban Development. Retrieved from 
https://apps.who.int/iris/bitstream/handle/10665/250367/9789241511445-
eng.pdf;jsessionid=1632520D810135DFEFDB4AC13C4E7205?sequence=1 
31. WHO (2017). Human rights and health. Retrieved from https://www.who.int/news-
room/fact-sheets/detail/human-rights-and-health. 
32. WHO. (2017). WHO Presence in countries, territories and areas. Retrieved from 
https://apps.who.int/iris/bitstream/handle/10665/255448/WHO-CCU-17.04-
eng.pdf;jsessionid=E8F7D0E048B045EF361DBAA8EC9A270B?sequence=1. 
33. WHO (2018). WHO Housing and health guidelines. Retrieved from 
https://apps.who.int/iris/bitstream/handle/10665/276001/9789241550376-eng.pdf?ua=1 
34. WHO-constitution (2019). WHO remains firmly committed to the principles set out in the 
preamble to the Constitution. Retrieved from https://www.who.int/about/who-we-
are/constitution 
35. WHO (2019). Primary Health Care (PHC). Retrieved from https://www.who.int/primary-
health/en/ 
36. WHO (2019). Urban Health. Retrieved from https://www.who.int/topics/urban_health/en/ 
37. WHO (2019). The health of the people: what works? Retrieved from 
https://www.who.int/bulletin/africanhealth2014/health_determinants/en/ 
38. WHO (2019). How air pollution is destroying our health. Retrieved from 
https://www.who.int/air-pollution/news-and-events/how-air-pollution-is-destroying-our-
health 
39. WHO (2019). Urban green spaces. Retrieved from https://www.who.int/sustainable-
development/cities/health-risks/urban-green-space/en/ 
40. WHO (2019). Health, environment, and sustainable development. Health impacts. Retrieved 
from https://www.who.int/sustainable-development/cities/health-risks/about/en/ 
 111 
41. WHO-Europe (2019). Healthy urban design. Retrieved from 
http://www.euro.who.int/en/health-topics/environment-and-health/urban-
health/activities/healthy-urban-design 
42. WHO (2019). WHO European Healthy Cities Network. Retrieved from 
http://www.euro.who.int/en/health-topics/environment-and-health/urban-health/who-
european-healthy-cities-network 
43. WHO (2019). Global Health Observatory (GHO) data. Top 10 causes of death. Retrieved 
from https://www.who.int/gho/mortality_burden_disease/causes_death/top_10/en/ 
44. WHO. NCD mortality and morbidity (2019) Retrieved from: 
http://www.who.int/gho/ncd/mortality_morbidity/en/. 
45. WHO (2019). Universal health coverage (UHC). Retrieved from https://www.who.int/news-
room/fact-sheets/detail/universal-health-coverage-(uhc). 
46. WHO (2019). Ambient air pollution: Health impacts. Retrieved from 
https://www.who.int/airpollution/ambient/health-impacts/en/. 
47. WHO (2019). Education and health go hand in hand. Retrieved from 
https://www.who.int/dg/speeches/2010/educationandhealth_20100920/en/ 
48. WHO (2019). Healthy urban design. Retrieved from http://www.euro.who.int/en/health-
topics/environment-and-health/urban-health/activities/healthy-urban-design 
49. WHO (2019). Social determinants of health. Retrieved from 
https://www.who.int/social_determinants/themes/employmentconditions/en/  
50. WHO (2019). Housing and health. Retrieved from  https://www.who.int/hia/housing/en/  
Why urban health matters. (2014, Jan 4,). All Africa.Com Retrieved 
from https://search.proquest.com/docview/1474460016 
51. Wood, J., (2012).   A Master’s Report submission to the School of Urban and Regional Planning 




52. Wilkinson,  P  & Wilson,  J 2012a  Shaping  cities for  health:  complexity  and the  planning  
of urban environments in the 21st century. The Lancet 379 2079-108. 
 112 
53. Wilkinson, R., G, Marmot, M., World Health Organization. Regional Office for 
Europe, WHO Centre for Urban Health (Europe)  & International Centre for Health and 
Society. (1998). Social determinants of health: the solid facts / edited by Richard Wilkinson 
and Michael Marmot. Copenhagen: WHO Regional Office for 
Europe. https://apps.who.int/iris/handle/10665/108082. 
54. Wikipedia. (2020). Grade Separation. Retrieved from 
https://en.wikipedia.org/wiki/Grade_separation 
55. Williams, M., Wright, M., (2007). The Impact of the Built Environment on the Health of the 
Population: A Review of the Review Literature. Retrieved from 
https://www.publichealthgreybruce.on.ca/Portals/0/Topics/HealthyCommunities/Attachment
s/Impact%20of%20Built%20Environment%20on%20Health%20SMDHU.pdf. 
56. Williams, L. M. (2013). Between health and place: Understanding the built environment 
Wellesley Institute. Retrieved from http://deslibris.ca/ID/238643. 
57. Williams, L. M. (2013). Between health and place: Understanding the built 




1. Zhang, T. (2017). The effects of economic development and built environment on diabetes in 
CHINA. Population Health Metrics, 15 doi:10.1186/s12963-017-0152-2. 
2. Zaman, K., (2012). Urbanization of Arable Land in Lahore City in Pakistan; a Case-Study. 












     Appendix A: Keywords for search in different databases 
Research question 1: Databases  KEYWORDS 
1.   PROQUEST (health OR non-communicable OR disease) AND (built 
environment OR land use) AND (developed countries OR 
“first world countries OR “global north” OR “Third 
World countries” OR “developing countries “global 
south” OR “income countries” AND “WHO healthy cities 
movement”  
2.  GOOGLE SCHOLAR 1. Health and built environment in developing and 
developed countries 
2. Healthy cities in global south 
3. Healthy cities in global north 
4. WHO Healthy cities movement 
5. Association of health and built environment  
6. Master Plans in Lahore 
7. Master Plan implementation in Lahore 
3.  PUBMED 1. 1. (Health or non-communicable diseases) AND 
(built environment or land-use) AND (global north 
or global south or developing countries or 
developed countries or income countries or third 
world countries or first world countries) 




























4.  SCOPUS “health OR disease AND “built environment OR land 
use” AND “developed” OR “developing” OR “third 
world” OR “first world” OR “global north” OR “global 
south” OR “income countries” 
“WHO AND healthy AND city” 
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Appendix B: Email Recruitment Script 
 
Hello, 
This email is being sent out on behalf of the researchers.  
My name is Maha Safwan and I am a MA Planning student working under the supervisions of 
Dr. Leia Minaker in the School of Planning, Faculty of Environment at the University of 
Waterloo, Canada. The reason that I am contacting you is that we are conducting a research 
study for my thesis to address the healthy urban planning in the city of Lahore. We are currently 
seeking volunteer urban planners from public and private sector planning and development 
organizations in Lahore as participants in this study. 
Participation in this study involves telephone or skype interviews and answering open ended 
questions related to health and urban planning practices in Lahore. The interviews will be audio-
recorded and later transcribed. Participation in this study would take approximately 1 hour and 
fifteen minutes of your time. You can withdraw your data (30 days) before the thesis is 
submitted. Please remember that any data pertaining to your identity will be kept confidential.  
Once all the data are collected and analyzed for this project, I plan on sharing this information 
with the research community through seminars, conferences, presentations, and journal articles.  
If you are interested in receiving more information regarding the results of this study, or would 
like a summary of the results, please provide your email address, and when the study is 
completed, anticipated by August 31st, 2019. I will send you the information.  In the meantime, if 
you have any questions about the study, please do not hesitate to contact me by email or 
telephone as noted below.  
If participants are interested in the results of the study, they can obtain a summary of the findings 
by directly contacting the student researcher. The contact information will be provided to 
participants in the feedback/appreciation letter. 
I would like to assure you that the study has been reviewed and received ethics clearance through 
a University of Waterloo Research Ethics Committee. 
However, the final decision about participation is yours. 
The following time slots are available to participate in this study. 
(List of available times) 
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If you are interested in participating, please contact me at (msafwan@uwaterloo.ca) and list your 
top three choices for when you would like to participate from the list above.  I will then send a 
confirmation email indicating that you have been signed up for one of those times.  If you have 





























Appendix C: Consent Form 
Hello (insert participant’s name): 
This is an invitation to consider participating in a research study I am conducting as part of my 
master’s degree in the School of Planning at the University of Waterloo, Canada under the 
supervision of Dr. Leia Minaker. I would like to provide you with more information about this 
project and what your involvement would entail if you decide to take part. 
The title of study is: Building healthy cities in global south; a case study of the City of Lahore. 
The understanding of how urban environments affect health outcomes and can produce health 
benefits is an urgent priority. It is an undeniable fact that the humans have direct interaction with 
their surrounding environment. Healthy cities cannot be developed without incorporating the 
healthy urban planning practices. With the growing interest in the concepts of healthy urban 
planning, local and national governments, and international organizations like WHO developed 
many recommendations/policies to improve the public health by providing healthy city 
guidelines. Pakistan is a low-middle-income country, and a WHO member state in the East 
Mediterranean Region. According to WHO-East Mediterranean Region healthy city guidelines 
(2007), rapid urbanization contributes to a substantial burden of health issues in the Region. The 
city of Lahore is also facing urbanization and its related consequences like chronic diseases, 
decrease in quality of living and socio-economic status. The purpose of this study, therefore is to 
explore perspectives of barriers and facilitators to healthy city policies being adopted in the City 
of Lahore. 
This study will focus on the issues of the city of Lahore and how it can incorporate the healthy 
city guidelines by World Health Organization in its future plans and policies in order to promise 
a healthy lifestyle to the public. As urban planners are the major decision makers and 
stakeholders in the master plan making process, I would like to include you as best suited to 
speak on the various issues such as, health related issues in the city of Lahore and how current 
city planning policies are dealing with them. 
Participation in this study is voluntary. It will involve a skype or telephone interview of 
approximately one hour and fifteen minutes in length to take place in a mutually agreed upon 
time. You will be asked to provide demographic information such as gender and qualification. 
This information will be used to describe the study sample. You may decline to answer any of 
the interview questions if you so wish. Further, you may decide to withdraw from this study at 
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any time without any negative consequences by advising the researcher.  With your permission, 
the interview will be audio recorded to facilitate collection of information, and later transcribed 
for analysis. Shortly after the interview has been completed, I will send you a copy of the 
transcript to give you an opportunity to confirm the accuracy of our conversation and to add or 
clarify any points that you wish. Your identity will remain confidential. Your name will not 
appear in any thesis or report resulting from this study, however, with your permission 
anonymous quotations may be used. There are 15 urban planners participating in the study. As 
the informant identity will be kept anonymous, even from the individuals participating in the 
study, there is no risks to the participants. and Data collected during this study will be retained 
for a minimum of one year in a locked office in my supervisor's lab. Only researchers associated 
with this project will have access. There are no known or anticipated risks to you as a participant 
in this study. If you choose to use skype please note that When information is transmitted over 
the internet privacy cannot be guaranteed. There is always a risk your responses may be 
intercepted by a third party (e.g. government agencies, hackers). University of Waterloo 
researchers will not collect or use internet protocol (IP) addresses or other information which 
could link your participation to your computer or electronic device without first informing you. 
This study has been reviewed and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE#40881). If you have questions for the Committee contact the 
Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
For all other questions or if you would like additional information to assist you in reaching a 
decision about participation, please contact me at by email at (msafwan@uwaterloo.ca). You 
can also contact my supervisor, Professor Leia Minaker at 519-888-4567 ext. 35615 or email 
(lminaker@uwaterloo.ca). 
I hope that the results of my study may contribute for benefit to the broader research community. 
The data collected during interviews may provide a better understanding of the appropriate 
direction of future urban area plans and development in the City of Lahore and will also provide 
information and guidelines necessary to make it a healthy city.  








CONSENT FORM  
By agreeing to participate in this study, you are not waiving your legal rights or releasing the 
investigator(s) or involved institution(s) from their legal and professional responsibilities.  
This study has been reviewed and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE#40881). If you have questions for the Committee contact the 
Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
 
For all other questions contact [Maha Safwan at 289-971-7248]. 
With full knowledge of all foregoing, do you agree, to participate in this study. 
YES   NO   
Do you agree to have my interview audio recorded? 
YES   NO   
Do you agree to the use of anonymous quotations in any thesis or publication that comes of this 
research? 















Appendix D: Participant Feedback and Appreciation Letter 
University of Waterloo 
Date: 
Dear (Insert Name of Participant), 
I would like to thank you for your participation in this study entitled Building healthy cities in 
the global south: A Case Study of the City of Lahore. As a reminder, the purpose of this study 
is to develop recommendations for healthy urban planning for the city of Lahore, Pakistan. 
The data collected during interviews may contribute to a better understanding of the appropriate 
direction of future master plan preparation and development in the City of Lahore and provide 
information and guidelines necessary to make it a healthy city.  
This study has been reviewed and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE#40881). If you have questions for the Committee contact the 
Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
 
For all other questions contact [Student Researcher: Maha Safwan at [msafwan@uwaterloo.ca] 
or [Primary Researcher: Dr. Leia Minaker at 519-888-4567 ext. 35615]. 
 
Please remember that any data pertaining to your identity will be kept confidential.  Once all the 
data are collected and analyzed for this project, I plan on sharing this information with the 
research community through seminars, conferences, presentations, and journal articles.  If you 
are interested in receiving more information regarding the results of this study, or would like a 
summary of the results, please provide your email address, and when the study is completed, 
anticipated by August 31st, 2019. I will send you the information.  In the meantime, if you have 
any questions about the study, please do not hesitate to contact me by email or telephone as 
noted below.  
Maha Safwan 
 121 
School of Planning 



















Appendix E: Key Informant Interview Questionnaire 
This questionnaire has been tested for length. It will take you not more than one hour and fifteen 
minutes to complete these questions. This section asks general questions about your background 
and what urban planning department you report to. Note: Your identity WILL NOT be 
associated with your responses. 
1. What department are you going to report on for this survey? 
________________________________________________ 
2. What is your job designation and responsibilities? 
________________________________________________ 




4. Have you completed the urban studies? If so, what is the highest level that you have 
completed? 
• Bachelor’s degree 
• Master’s degree 
• Not attended Planning School 
• Other (please specify) 




6. How long you have been working in this department? 
• <3 years 
• 3-5 years 
• >5 years 
Health and Urban Planning issues 
1. As an urban planner, in your view what are the top 5 health issues you see in your 
community?  
1. Out of the health issues mentioned, in your opinion, which one is most significant?  
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2a. Reason for selection:  
3. Of the above-mentioned issues, which issues your department are dealing/addressing 
through urban policies? 
4. Of the issues that you deem important and not addressed, why do you believe they are not 
being considered?  
5. To help us better understand how urban master plan policies are made, can you explain to 
me generally how a policy is brought forward to the board and then acted on?  
6. Do you consider Integrated Master Plan of Lahore -2021 (IMPL-2021) a successful 
master plan?  
7. If yes, why? 
8. If no? What have you found the to be the major pitfall with regards to implementing 
urban policies? 
9. Do the policies in IMPL-2021 address these health issues? If so, which one and how? 
10. What do you know about the relationship of health and urban planning? 
11. Do you think community involvement is important while preparing any plan or policy? 
12a. If yes, why? also briefly explain how you can involve the community? 
12. Who/Where do you get your information form regarding community issues? (i.e., TV, 
newspaper, radio, departmental surveys and reports, other professional orgs.,)  
13. Do you know about the WHO healthy city movement and its criteria’s? 
14. Does your department has taken any initiative regarding the health of the community? 
15a. If yes, Specify: 
15. What do you think are the most important attributes of a healthy city? For instance, what 
does healthy transportation look like to you? Or what does healthy urban design look like 
to you? 
16. Which population in city of Lahore is underserved? For instance, do you think low 
income/poor or immigrants are more underserved? And why? 
17. What challenges do people in the community face in trying to maintain healthy lifestyles 
like exercising and eating healthy and/or trying to manage chronic conditions like 
diabetes or heart disease?  
18. In your opinion, what is being done well in the community in terms of health and quality 
of life? (Community Assets/Strengths/Successes)  
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18a. As an urban planner, are there any challenges you are facing in this regard? 
19. In your time at your occupation, have you seen any changes around the perception of 
healthy urban planning in the city of Lahore? If so, who/what do you think is affecting 
this change? 
20. Do you have access to any tools that help to make decisions? What kind of tools would 
be useful in helping to make decisions? 
21. Do you foresee any standards or guidelines regarding healthy urban planning in the future 
Master Plan of Lahore? 
22. In your view, are there any policy barriers like (political pressure and lack of finances) 
that affect-decision making opportunities at the provincial or municipal level?  
23. What new initiatives, recommendations or suggestions do you have to improve health 
and quality of life of the people in Lahore?  
24. How will you rate the inter and intra departmental ordinations? For instance, if you want 
to get health data from the public health department how easily accessible it is? 
25. What are the gaps, needs and challenges and what skills and abilities are needed to 
address the urban population health issues in Lahore?  
26. What municipal policies and supports the City of Lahore require further for the 
integration of health in the urban policies, strategies and plans? 
27. What outcomes would you like to see from this survey? 
28. We have covered a lot. Is there anything else you believe I should know to help us better 
understand what influences how decisions are made?  
Close: Thank you very much for your time. Your knowledge and insights will be very 
helpful to us. The researcher expects to complete its research process over the next month. 
This contact information would not be linked with your responses [When the process is 
completed, researcher would be happy to share a summary of its results. Would you like to 
receive a copy?] Yes/No                                                                                                      
Thank you! That concludes the survey 
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Appendix H: Health Aspects found in Master Plan of Lahore 
 
Urban system policies Major elements found in the plans 
Transport  IMPL-2021 
• Transportation proposals are proposed in the context of JICA study conducted in 1991. 
• Issues of transportation in Lahore were identified as a mix of failure and success. The failures 
include poor road safety with lack of road maintenance, non-standardized junction designs, poor 
detailing, erratic attitudes of driver, lack of supervision and inappropriate traffic control. The 
success includes implementation of road construction and widening projects increased number 
of buses. 
• Plan allocated 43% of the total master plan budget for transportation projects in Lahore. 
• Identified the strategies for road improvements, increase in road capacities, areas in which new 
roads are to be constructed, improvement of public transit with marked bus terminals locations, 
markings for animal drawn vehicles, pedestrians and heavy traffic and construction of grade 
separated facilities to reduce the traffic congestion in the city. 
LUTMP-2030 
• Identifies bicycle, rickshaws and horse carriage are considered affordable as convenient mode of 
travel in the city. 
• Vulnerable road users which are more exposed to traffic fatalities, include 30 % pedestrian, 10 
% cyclist and 8 % motorcyclists due to inadequate walkways and cycle routes. 
• Without proper provision of road crossing for residents, particularly in dense urban areas, results 
are high pedestrian fatalities. 
• Plan identified major issues to be poorly coordinated project implementation, limited funding, 
retail encroachments, lack of road classification, no laws for pedestrians, cyclists, animal drawn 
carts and hand pushed carts even though they make up around 70% of the road users, 
unmanaged public services result in the illegal parking, poor or no sidewalks. Secondary and 
tertiary road/ drainage networks in lower income parts of the city have been neglected and 
become impassable in the rainy season for pedestrians and vehicles. 
• There are many gaps and missing areas in the National Transport Research Centre (NTRC) 
Manual for Signs NTRC e.g. work zone area, school children signage. 
• Identifies importance for traffic management, road safety, comfort and urban environment.  
• Includes strategies to increase road capacity and effectively meet transport demand by providing 
 130 
the city with a high-quality public transport system which must be developed in integration with 
the urban development. The core network to be composed of urban rail (RMTS) and Bus Rapid 
Transit (BRT). Secondary and feeder services by buses with different sizes and types of services.  
• Strategies include a combination of minor road improvement, junction re- design, parking 
management, pedestrian/ bicycle path development and other cost-effective traffic management 
measures. 
• Plan identified that Non-motorized transport modes (NMT) i.e. walk and bicycle has 
predominant share in daily trips therefore NMT network planning must be integrated with 
detailed road section planning and intersection planning. 
Plan encourages Rail based mass transit system to be the trunk public transport system of Lahore, 
integrated land use and urban development with transportation and environmental management, bus 
terminals serving as connecting facility for intercity passengers and establishment of new 
organizational setup to make decisions on various transport projects. 
Social and health services IMPL-2021 
• Plan encourages ensuring clean and potable water for all.  
• New health care services were proposed to cater the demand of the city. 
LUTMP-2030 
• Plan indicates that 85% of people use potable (tap) water with 10% dependent on hand pumps. 
Sanitation service is provided to 80% of the city population. 
• It is estimated that 70% of waste is lifted in the city. 
• Plan indicates that seven priority diseases as diarrhoea, dysentery, respiratory infections, 
malaria, cough, dog bite and scabies. 
• There is an acute shortage of primary health care reason being increasing urban population. 
Education IMPL-2021 
• Plan identifies different school, colleges and universities in Lahore with main location and 
access points. The conditions of government schools are considered to be bad with either no 
building or toilets facilities. 
• For facilities like universities and colleges etc., there are limited options in the planning area till 
2021 as larger chunk of south/ southwest land is not available. 
LUTMP-2030 
• The 1998 Census indicated that the literacy rate of urban dwellers in Lahore District was 69.1 %. 
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Employment and economic 
development 
IMPL-2021 
• Data is derived from census report of 1998. It showed that most people are self-employed in the 
city. 
• Most of the commercial centers are unplanned with no systematic hierarchy causing socio-
physical and transportation problems. 
• The current plan ensures that the potential of city is articulated to meet the demands of the 
citizens properly. The enrichment of its potential to improve the urban economy and reduce 
unemployment. 
LUTMP-2030 
• As per plan, the employment participation rate (Number of employed persons/ Total population) 
in Lahore is estimated to be around 27 %. This figure is rather low, and the main reason being 
that most of the population is young and is below the employment age group of 0 ~ 16 years.  
• Unemployment is almost 99 % among female resident. 
• The middle-income group accounts for just over 54 % of all households, with an average income 
of around PKR 20,000 (USD 250) per month. When converted to income per capita, it amounts 
to just over PKR 3,500 per month or USD 1.4 per day per person, rather low income on per 
capita basis by international standards. 
• Lahore labour force is characterized as mostly service workers by occupation type, social 
services, trades and commercial activities by industry type. 
Land use and urban design IMPL-2021 
• Land has become an investment commodity in the city. 
• Lahore is characterized by three zones: 
• inner or central zone comprising of walled city 
• intermediate zone comprising of planned housing localities, actives and related services 
• Outer zone consisting of present urban sprawl new housing schemes sponsored by public or 
private sector. 
• Shift of well-off section of society and expatriates from rural or inner parts of Lahore. This result 
in combination of planned and unplanned land use pattern. 
• In metropolis, activities developed along roads resulting in conversion of land use and creating 
congestion and encroachments. 
• Agricultural land is smaller in size and some negative trends in terms of land use can be 
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observed where green belts/agricultural lands are used for development purposes and open 
spaces in private housing schemes are misused for other purposes. 
• The main eyesore of the city is its repulsive townscape with wall chalking, neon signs, electric 
cables, encroachments, depleted housing and advertisement.  
• Main objective of the plan is to reduce and anticipate the unplanned urban growth.  
• Plan suggested first, land pooling technique with the benefits including opportunity to structure 
urban fringe development which is required for infrastructure, land uses and subdivision layouts 
with no cost to government. 
• Second, dual land markets concept used by the developing countries in which markets are 
controlled by density, zoning and other regulations as compared to informal markets. 
• Plan identified the areas for renewal and proposed approach and methodology for implementing 
these projects to preserve the cultural heritage manifested in architecture and urban design of the 
city. 
• Plan identifies that urban development is fragmented and is under the control of a number of 
authorities/agencies with overlapping functions. 
• Key issues of city are infrastructure deficiencies, land management, housing, traffic and 
transportation, sustainability of living environment, urban governance and finances. 
• Plan encourages vertical growth, densification, planning strategy to provide link between 
schemes for better accessibility and ensure public transport corporate, shifting of incompatible 
land uses, upgrading of katchi abadis and protection of location of riverbeds. 
• Plan encourages environment protection measures to safeguard pollution such as air, water, land 
and noise. 
• Plan promotes effective legal and institutional framework. 
• Short term strategy includes infill and consolidation of vacant planned areas, improving traffic 
and transportation, flood management, education, health and recreational facilities. 
LUTMP-2030 
• The City Government should develop area-wide computer-based transport planning models in 
the framework of overall city land use planning. 
• The Local Government shall be facilitated to prepare, approve and regularly update land use 
plans for all towns and cities. Land use plans shall provide a programmatic and efficient base to 
enable towns and cities to develop an integrated transport and traffic engineering plan and 
restructure the urban space. 
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• The government to invest in research, development, educational programs and utilization of 
clearer technologies in the context of indigenous knowledge to reduce vehicular tailpipe 
emissions and improve air quality of cities. The Local Government shall also make ensure that 
environmental impact assessment shall an essential component of the transport and land-use 
structure planning. 
 
Housing  IMPL-2021 
• Accelerating process of invasion and succession causing environmental degradation and 
shortage of housing. Provision of urban infrastructure became inefficient and costlier and is 
affecting the cost of housing affordability. 
• Population increase use shelter problem for urban poor who can’t afford housing in formal 
sector. 
• The five-year development plan address housing problem for middle- and lower-income groups. 
It required public sector to implement housing schemes.  
• The plan proposed module of the land use of the housing services which are in low standard, 
nonetheless, cost effective and environmentally safe. 
• The plan proposed subsidized housing for poor through cross subsidies, incremental 
infrastructure, and smaller sized lots and tax and micro-credits provision. 
LUTMP-2030 
• Insufficient housing schemes for low to middle income class. According to Population Census 
1998, about 68 % of total population of Lahore owned a house, 22 % rented a house and the rest 
are homeless.  
• The house ownership in low income group is very restrictive, joint family system prevails, 
consequently the household size increases over a period of time. 
• Due to urbanization Lahore is facing severe shortage of housing. Majority of housing units 
comprised of two to three rooms, with 3 inhabitants per room on average. It is an adverse 
phenomenon not experienced in developed countries where household size becomes small as a 
city grows with economic development. Such household congestion is attributed to high density 
in urban areas of Lahore. 
Public open space and 
recreation 
IMPL-2021 
• Facilities in the city includes cinemas, parks, playgrounds, museum, historical places, 
restaurants, malls and hotels. 
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• The master plan encouraged revival of potential waterside recreation along the riverbanks. 
LUTMP-2030 
• Envision that Lahore will have large number of theatres and restaurants, with the walled city and 
historical monuments preserved. Its industrial estates, technology parks, and shopping centres to 
revive city’s art and culture.   
 
Public safety IMPL-2021 
• Pick pocketing and other social crimes are the issues in the city. 
• In line with the framework development by the National Road Safety Secretariat, Ministry of 
Communication of the Government shall formulate comprehensive road safety legislation. 
LUTMP-2030 
• Plan encourages government to develop mandatory safety audit as part of each transport 
infrastructure project to ensure road safety of the road users and frame regulations and rules 
under proposed road safety legislation such as: Rules for operation of vehicles on road, 
Legislation for compensation, speed limits,  
 Responsibilities of pedestrians on roads, 
 Procedures to follow in the event of accidents.  
• Encourages government to allocate budget for community education to change driving and road 

















Most important health issues: 
1. Respiratory issue 
2. Diabetes 
3. Obesity  
4. Water borne diseases 
5. Mental health 
6. Unhygienic food  
7. Heat wave 
Urban sprawl 
Urbanization 
1. Migration   
Political influence in decision making 
Lack of funding 
Increased air pollution (smog) 
Lack of Understanding of WHO healthy city concept 
Lack of education related to healthy city concepts 
Lack of housing affordability 
Lack of proper infrastructure 
Outdated data and old methods of data collection 
Lack of consideration of health in the plans 
Lack of public awareness 
Low income are the underserved population 
Lack of food security 
Healthy living confined to posh areas only 
More demand of facilities and less resources 
Unqualified team of professionals 
Amended Master Plan has a land use plan but no policy document  
Revisions in the plans are not done  
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Plans are rigid and restrictive 
Issue of waste management 
There is no strategic planning for future issues 
Due to lack of awareness and education, people do not attend the consultation sessions even though they are invited. 
Less affordability in people 
No proper facilities for exercise (also due to smog it is not possible to exercise outside) 
Too much focus on the road’s construction 
No building regulations for the residential, commercial buildings for instance about air circulation or insulation etc. 
Restoration of some old buildings is done in walled city, but no consideration is given to the infrastructure upgrade and to make living 
conditions better 
Increase in diseases due to poor living conditions 
Relationship of health and urban planning and not taught to urban planners 
Slums and squatter settlements 
Traffic congestion issues 
Weak implementation mechanism for master plan policies 
People have limited vision, if invited for public consultation they only worry about their land  
Old Master Plan implementation: 
Master plan policies are a failure in case of Lahore due to: 
8. Lack of inter and intra departmental ordination 
9. No public consultation 
10. Treated as a Zoning document  
11. Agriculture land is converted into private housing schemes 
12. Vague policies 
Successful Projects in city: 
1. Beatification projects in Liberty Market 
2. Tree plantation in some parts of the city 
3. Plantation campaign done by private institution 
4. Cleanliness campaign done by private sector  
Involvement of media in the awareness  
Community spirit is what make Lahore healthy 
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Health is implicitly mentioned in Master Plan for instance, separation of residential areas from industrial areas, restricting development 
along the flood prone area of river Ravi 
Master Plan to be changed to strategic development plan 
Government is planning on decentralization which will hopefully reduce migration 
Development Authority has made compulsory for new private housing schemes to plant trees 
Completion certificate only issued to people who plant 2-3 trees in front of there houses 
Forced the retailers in Gulberg area to repair the sidewalks on self help basis 
Removal of encroachment and debris 
Installation of lights and fire safety hydrants in central park of Lahore 
Definition of healthy city by professionals: 
Healthy city means healthy urban design 
Healthy city is the active city where people can walk safely 
Healthy city should include diversification 
Tourism if promoted can create healthy places in city 
Creation of parks where people feel safe 
Urban planning is a mixture of health beauty and convenience. 
Hopes for future master plan: 
Positive: due to academia consultation 
Use of tools such as Geographic Information System (GIS) to help guide decision making 
For the small projects of urban renewal and tree plantation, the new master plan will give policy measures in the future 
Suggestions: 
People should be connected to their surroundings  
Healthy city model for the city should be created 
Active transportation should be promoted 
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Glossary 
Master Plan: A master plan is a dynamic long-term planning document that provides a 
conceptual layout to guide future growth and development. Master planning is about making the 
connection between buildings, social settings, and their surrounding environments. A master plan 
includes analysis, recommendations, and proposals for a site’s population, economy, housing, 
transportation, community facilities, and land use. It is based on public input, surveys, planning 
initiatives, existing development, physical characteristics, and social and economic conditions. 
(The World Bank, 2015) 
WHO Healthy Cities: A healthy city is one that is continually creating and improving those 
physical and social environments and expanding those community resources which enable 
people to mutually support each other in performing all the functions of life and developing to 
their maximum potential. (Health Promotion Glossary, 1998) 
Grade-separated Facilities: Grade separation is a method of aligning a junction of two or more 
surface transport axes at different heights (grades) so that they will not disrupt the traffic flow on 
other transit routes when they cross each other. (Wikipedia, 2020) 
Katchi abadis/slums/squatter settlements: In Pakistan, especially in cities where thousands of 
people live, katchi abadis means “raw settlements.” The living conditions in these settlements do 
not support life and those who live in slum areas are vulnerable to unhygienic environments and 
extreme weather conditions. They are deprived people who do not have enough resources to 
maintain the health of their children. (PCEMF, 2011) 
Land readjustment/Land-pooling technique: The aim of such schemes is to develop land and 
rationalize its delivery at little or no cost to the public sector at the urban fringes. The process 
begins by declaring an area of privately-owned land to be the subject of such a scheme. The 
layout plan is prepared, and calculations are made for the percentage of land roads, infrastructure 
and community uses. The cost of infrastructure and such services is deducted. The remainder of 
land is returned to owners, who now hold a developed smaller land parcel but with increased 
land value because of infrastructure and services. The city meanwhile sells its share of the 
improved land to recover the cost of services installed. Alternatively, the city’s share can be sold 
to provide low-income housing. (IMPL-2021) 
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Satellite towns: “Satellite cities or satellite towns are smaller municipalities that are adjacent to 
a major city which is the core of a metropolitan area.” (David, 2007) 
 
